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MEDICAL EDUCATION 


A. Lawrence LOWELL 


BOSTON 


AVING been asked to write out for the New 

England Journal of Medicine some informal 
remarks which I made last June at the Harvard 
Medical School to the Class of 1914 on the twenty- 
fifth anniversary of its graduation, I send these 
pages. The excuse for the remarks was that “old 
men plant trees,” which means that as they can- 
not expect to see the fruition of plans they pro- 
pose, or ideas they suggest, they are free to dream 
about them. In this spirit I made the observations 
to the class, the substance of which I repeat here 
as well as I can. 

Education in medicine is more difficult than that 
in any other profession, because it involves the 
knowledge of many subjects which, apart from 
their relation to medicine, have no natural con- 
nection. In a school of law or engineering, for 
example, the various topics studied are either dif- 
ferent phases of the same general subject, or, like 
mathematics in engineering, a tool for the solution 
of its problems. In a medical curriculum, on the 
contrary, gross anatomy has to the beginner no 
obvious connection as a tool or otherwise with 
biological chemistry, bacteriology or pharmacol- 
ogy. Each involves a brute effort of memory 
without much help from educational mnemonics, 
and is largely forgotten before the time comes 
for its application to the practice of medicine or 
surgery. The student learns anatomy and forgets 
much of it, physiology and forgets much of it, 
and so on throughout his course. 

I recall the remark of a professor in a special 
field, that he always described in a lecture to his 
class a very rare disease of which he felt that 
his students ought to have heard, although he 
knew they would remember nothing about it. 
Perhaps the result was merely confusion in the 
less perceptive members of the class, rather than a 
clearer conception of the general aspects of medi- 
cine. Whether there is an advantage in learning 
more facts than can be retained depends upon 


the nature of those facts and their effect upon 
the mind. When fresh illustrations of a thought 
or action tend to produce familiarity with the 
idea or process, and thus render it more easily 
and better reproduced, it is well. This is true 
of making a diagnosis or watching an operation: 
but it is not true of striving to memorize more 
discrete facts than the ordinary human mind can 
retain and utilize; and every physician knows that 
medical knowledge has far passed that point to- 
day. Therefore it should be more and more recog- 
nized as having done so, and selection of basic 
topics ought frankly to replace the attempt at 
omniscience. No doubt this has been done to a 
large extent; but the outside observer feels that 
it ought to be done with greater system. 

No other professional education attempts to 
cover so large a part of its possible field of knowl- 
edge for its students; nor could it do so without 
obliging them to spend the better part of their 
lives in learning many specific things that they 
will never use. In former times the physician 
was expected to make a diagnosis on his first visit 
to the bedside, on peril of being thought ignorant 
if he failed to do so; but that has long passed, 
and in any complex case he takes blood and cul- 
tures, reserving his final opinion until these have 
been examined in the laboratory. 


There is, in fact, a very real disadvantage in 
the present length of medical education, and that 
is the late age at which physicians and surgeons 
are able to begin active practice. The course at 
most first-class medical schools is now four years, 
followed by an average of about two years in a 
hospital, and longer with those most ambitious to 
perfect themselves. If a man goes through a col- 
lege, he spends nearly two years of it in pre- 
medical studies, entering college at an average age 
of eighteen years and three months, thus graduat- 
ing at twenty-two years and three months. That 
means that he gets through the medical school and 
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hospital not earlier than twenty-six —far older 
than a man ought to be when he begins his work 
in life, and in most cases too near the end of 
the age of greatest intellectual fertility. 

At the other end of his career, if he has an ap- 
pointment of service in a hospital he loses it, as 
a rule, at sixty-two; and very commonly his pri- 
vate practice therewith. Some years ago one of 
our clinical professors retired from the hospital 
at the regular age, and also from the medical 
school because he had lost his clinic. His former 
students and colleagues gave him a dinner which 
received much publicity, and produced the im- 
pression that he was bidding farewell to medicine: 
whereat he lost the private practice he had hoped 
to continue. A little later a colleague, on retiring, 
was offered a complimentary banquet, but pru- 
dently declined it. Perhaps the age of retirement 
is too early or too late — too early if it means with- 
drawing from the community the benefit of his 
experience; too late if it means turning over to his 
juniors the bulk of the work at the hospital, while 
retaining some supervision and a sufficient teach- 
ing clinic. 

As things stand, the man with a permanent 
hospital appointment — out of a useful life which 
could last, let us say, on the average until seventy — 
has a maximum of some thirty-six years for ac- 
quiring and conducting a practice, to which he has 
devoted, including the two premedical years, a 
minimum of eight to professional training. That 
seems disproportionate; and, what is more, the 
length of training has been increasing, and the age 
of hospital retirement becoming lower, until the 
outside scoffer wonders how soon the time to leave 
will arrive before the preparation for appointment 
is complete. 


It is curious to compare the position of the clini- 
cal with that of the laboratory teacher. The lat- 
ter may be appointed to a position of some sort 
in the medical school at any period after gradua- 
tion therefrom, if he shows ability, and may hold 
his place as late in life as the general policy of 
the university permits. More depends upon the 
progress and the value of the man, less upon 
dates and periods. 

Now let us look at these facts, beginning with 
the college. In the last half-century the age of 
entering Harvard, and no doubt other colleges, has 
been reduced almost exactly one year: from nine- 
teen and three months to eighteen and three 
months. Personally, I should like to see it fall 
six months more; for I think reasonably intelli- 
gent young men are perfectly capable of excellent 
intellectual development at that period of life. I 
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should much regret to have the students of our 
best medical schools lose the benefit of contact with 
other young men in a college of liberal arts: the 
more so because I now lament the withdrawal, 
as compared with former times, of the medical 
profession from civic affairs to which they could 
contribute so much. 


In regard to the next stage, that of the medical 
school, one who has had a chance to see it only 
from the faculty table must speak with great dif- 
fidence; and yet he may get some impressions not 
wholly without value because detached from the 
interest of teachers in their specific fields. That 
interest was in earlier days truly formidable. One 
sees it in the planning of the present Harvard 
Medical School, with its four separate and dis- 
tinct establishments for the four chief laboratory 
subjects, each capable of containing an entire class, 
with its big lecture room unused three-quarters of 
the time. The impression is that those who planned 
the school intended to exclude from anatomy and 
from physiology, for example, any infiltration of 
the other as something alien to its nature. The 
old conception was the attainment of medical 
knowledge by study of many distinct and separate 
fields; that of the present, is correlating those fields 
into one great subject of medicine as a coherent 
whole; and to do this by an even more rapid 
process seems not impossible. 

One sees the old conception again in the former 
attitude of the laboratory and clinical professors 
toward each other. They sat on opposite sides of 
the faculty table, and if an additional appoint- 
ment were made to one group it was expected 
by the other also, that the balance might be main- 
tained. It was like the days before the Civil War, 
when if a free state was admitted to the Union 
a slave state must come in to match it. Such an 
attitude in the medical school is inconceivable to- 
day. The clinic makes constant use of a labora- 
tory, and the laboratory teacher appreciates more 
fully that his ultimate aim is fitting men for prac- 
tice. 

The interest of the medical teacher in his specific 
field as something distinct and separable from 
medicine as a whole has been greatly reduced: 
partly by a better recognition of the interrelation 
of all scientific knowledge which has broken down 
artificial distinctions; partly in the Harvard Medi- 
cal School by the general examination for gradua- 
tion which has caused both student and teacher 
to correlate laboratory and clinical knowledge in 
a striking way. It is strange that this highly ef- 
fective device has been little copied in other medi- 
cal schools, for people still regard examinations 
mainly as a test of work done, whereas their most 
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important function is setting a standard of ac- 
complishment. 

Notwithstanding the advances made, there does 
seem to be still some needless attempt to cover too 
much ground, and it is possible that by a better 
correlation of structure and function, of laboratory 
and clinic, some forgetfulness could be saved; and 
to forget means waste of time in medical educa- 
tion. Failure to remember much that has been 
learned is inevitable; but oblivion due to needless 
lack of foresight in the sequence of the subjects 
taught is clearly to be avoided in a school of med- 
icine. It means the loss of time; and time — that 
is, the length of the period required for profes- 
sional training —is a vital matter in medical edu- 
cation today. 

For a non-professional observer to attempt to tell 
experts how to improve their methods would be 
presumptuous and provoke derision, but he may 
properly observe that the results are in some re- 
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spects defective from the standpoint of the com- 
munity and of the profession. He may point out 
defects and suggest that they take them into con- 
sideration. 

Vast improvements in medical education have 
been made in the last half-century; but in mak- 
ing them there seems to have been a tendency to 
add the new to the old without sufficient effort to 
eliminate some things no longer needed, to con- 
solidate and simplify the curriculum — including 
the hospital part thereof —to make it more con- 
sistent, easier to grasp as a whole. All honor, 
nevertheless, to the men who have brought it to 
the present state. In view of the enormous in- 
crease in medical knowledge they have done won- 
ders, but they would be the last to claim, or to 
hold, that they had reached perfection; or, in the 
words of our own Oliver Wendell Holmes, that 
the time has come to expect that “Heaven declare 
its final dividend.” 


ALTERNATING TREMOR (PARALYSIS AGITANS) AND ATHETOSIS* 
Recent Advances in Diagnosis and Treatment 
Tracy J. Putnam, M.D.+ 


NEW YORK CITY 


Sena is a natural tendency to suppose that 
obscure conditions the symptoms of which dis- 
play some similarities are due to similar disease 
processes. Doubtless for this reason, it has been 
the custom to group together Parkinson’s disease, 
postencephalitic tremor, Sydenham’s chorea, cere- 
bellar tremor, Huntington’s chorea, athetosis, dys- 
tonia and other entities. Formerly even the trem- 
or of Graves’ disease was often included. From 
this group I shall attempt to pick out and re- 
assemble two categories, which appear to be well 
defined physiologically, and which are ordinarily 
due to a limited number of disease processes. These 
two may be denominated as alternating tremor and 
athetosis. 


ALTERNATING TREMOR 


The most familiar example of alternating trem- 
or is paralysis agitans of the elderly, which, as 
we all know, was described by James Parkinson’ 
in 1817. His clinical description, easily available 
in reprinted form, has scarcely been equaled since. 
He noticed the persistence of tremor in certain 

*Read at the annual meeting of the New Hampshire Medical Society, 


Manchester, June 7, 1939. From the Neurological Unit, Boston City Hos- 
pital, and the Department of Neurology, Harvard Medical School. 
tFormerly, head of Neurological Department, Boston City Hospital; 
rofessor of neurology and neurosurgery, Columbia University College 
of Physicians and Surgeons; director of Services of Neurology and Neuro- 
surgery, Neurological Institute, New York City. 


groups of muscles, its rhythmic, alternating qual- 
ity, the fact that it may disappear during vol- 
untary activity (or rarely be exaggerated) and the 
rigidity and weakness which accompany it. The 
pathological basis of the disease is now recognized 
to be an arteriosclerotic atrophy of the globus pal- 
lidus and substantia nigra.? This is often associ- 
ated with scattered lesions throughout the nervous 
system, which are doubtless responsible for the 
mild defects of the pyramidal system and conse- 
quent paresis of voluntary motion often found, 
and also for general cortical atrophy and intellec- 
tual enfeeblement, either of which may or may 
not coexist. 


Since the pandemic of encephalitis of 1918 - 1925, 
juvenile forms of the same physiologic disturbance 
have become almost commoner than the senile 
form. At first, a history of encephalitis was usu- 
ally obtainable from the former group of patients, 
but in the presenile cases in which the onset has 
taken place in recent years, such a history is the 
exception rather than the rule. There seems to be 
a tendency for the senile and presenile groups to 
merge, so that now the commonest decade for 
onset is the fifth.® 


A similar syndrome is rarely seen following head 
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injuries in young people, more rarely still as a 
result of multiple sclerosis, chorea and a scatter 
of other etiologic entities. 


Clinical Manifestations 


The diagnosis is unmistakable in typical cases, 
which all physicians have seen. A few signs are 
to be watched for in doubtful cases. To be in- 
cluded in this category the tremor must affect 
chiefly the distal portion of the affected extremi- 
ties, and have a regular rate of 5 to 8 per second, 
varying scarcely at all from day to day or from 
limb to limb. 

Early signs are a loss of the normal swinging 
of the arms in walking, immobility of the face 
and eyes, failure to move the feet under the center 
of gravity in rising from a chair and inability to 
cross the legs in sitting. If the patient is asked to 
wink rapidly, the eyelids tend to lag after one or 
two closures. If the forehead is tapped with a 
hammer, the eyelids tend to go into spasm. As 
the patient attempts to touch his forefinger with 
his thumb repeatedly and rapidly, the two digits 
seem to “freeze” together. In contrast to this dis- 
ability, the patient easily catches a ball or a roll 
of paper which is thrown to him, tosses it back 
and again becomes immobile.* 


Special Physiological Studies 


With special recording devices, the best of which 
is the electromyograph, the following additional 
points may be made out: as the flexors contract, 
the extensors relax completely, and vice versa. The 
bursts of contraction appear simultaneously in 
many of the motor units (groups of muscle fibers 
innervated by a single anterior horn cell). This 
is unlike normal voluntary movement, which is sus- 
tained by a series of overlapping asynchronous dis- 
charges of motor units. Rigidity when present is 
produced by a simultaneous innervation of pro- 
tagonist and antagonist muscles.” 


Medical Treatment 


None of the ordinary disease processes underly- 
ing the syndrome just described are susceptible of 
successful treatment. At present, our only re- 
source is to attack the physiologic disturbance 
rather than its cause. The same types of remedy 
are therefore applicable to all the clinical varieties 
of alternating tremor, but the amount of success 
that they promise is inversely proportional to the 
extent of the lesions and to the patient’s age. 

The standard treatment of paralysis agitans of 
all types is the use of drugs of the hyoscin series 
(Charcot,® 1867). They should always be tried, 
though the results are often disappointing. Con- 
venient forms are the 2!4-gr. pills of stramonium 
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leaves or the ordinary 1/100-gr. hyoscin tablets. 
Either may be used three times a day, and rather 
rapidly pushed until the patient develops toxic 
symptoms. Recently a “wine of Bulgarian bella- 
donna” (not yet on the market) has been given ex- 
tensive trial; it is of questionable advantage over 
older forms, but may be tried if they fail. The 
dose is 5 drops after each meal, increased by 5 
drops a day to the point of tolerance.” The capaci- 
ty of patients with paralysis agitans for drugs of 
this series is sometimes enormous; one of my pa- 
tients took 1/3 gr. of hyoscin daily over several days. 
The unpleasant symptoms may often be mitigated 
by giving pilocarpine, 1/8 gr. three times a day by 
mouth. 

The effect of drugs of the atropine series is some- 
times increased by the use of amphetamine (Ben- 
zedrine sulfate) by mouth, in doses of 10 mg. or 
more. This is particularly effective against the 
tics, such as oculogyric crises, that often compli- 
cate the postencephalitic type of the syndrome. 
Patients also tend to feel stronger and more alert 
when taking amphetamine. It is seldom effective 
in the senile group.® 

Other drugs are on trial. Ceitain modifications 
of atropin and synthetics have been recommended.? 
In the experience of our clinic, they are seldom 
more effective than the official drugs. Curare has 
been injected with promising results, but is too 
cumbersome and dangerous for routine use at 
present. Alcohol in the form of ordinary liquors 
is a great relief to some patients, and the barbit- 
urates (except phenobarbital’’) are worth trying. 

Exercises and psychotherapy have been recom- 
mended, but are seldom of decisive value. 


Surgical Treatment 


In some cases of alternating tremor, of what- 
ever origin, the situation is sufficiently distressing 
to warrant surgical intervention. Success has been 
reported from operations of two general types: 
resection of the motor™ or premotor?” cortex, and 
section of the pyramidal tract.* As regards the 
tremor, the result is often striking: it is abolished 
or reduced to an insignificant remnant. The more 
extensive cortical operations produce a severe 
monoplegia, however. It is still uncertain whether 
favorable results can be obtained by removal of 
more restricted areas, with less disability. Section 
of the lateral pyramidal tract in the cord is fol- 
lowed by less disturbance in the use of the hand, 
but the leg is also rendered somewhat spastic —a 
desirable alternative to tremor, but a loss if it was 
formerly unaffected. Whether any of these oper- 
ations can be used in bilateral cases is open to 
question, and of course the patient’s age and gen- 
eral condition must be carefully considered. The 
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whole subject is a new one, and the indications 
for operation will doubtless grow clearer in the 
next few years. 


My own operative experience includes 3 cases 
in which a complete section of the lateral pyram- 
idal tract was performed on one side, 3 in which 
a partial section was done and 1 in which a cor- 
tical operation was carried out. There were no 
operative deaths. All patients were improved, 
moderately or greatly. 


ATHETOsIS 


Under this term may be included at least many 
examples of the syndromes of spasmodic torticollis, 
dystonia musculorum deformans, hemiballism and 
posthemiplegic chorea. The etiology of most of 
these conditions is obscure. In many cases there is 
a history of birth injury or asphyxia. Occasionally 
they are familial. It is somewhat unusual to be 
able to trace the disturbance to a vascular accident 
or injury. 

Irrespective of its origin, the disease process af- 
fects the basal nuclei, predominantly the caudate. 
The changes, which may be slight, are usually 
demonstrable by encephalography. 

Physiology 

Irrespective of etiology, the diseases included 
under the term “athetosis” have in common a per- 
sistent, irregular involuntary spasm of the mus- 
cles involved. Protagonists and antagonists are 
simultaneously affected, so that the excursions are 
usually slow, and attended with a considerable 
output of energy. As a result, the patient per- 
spires, his metabolism rises and the muscles hyper- 
trophy (which seldom occurs in paralysis agitans). 
While there is seldom a definite pattern or rhythm 
to the involuntary motions, they are often re- 
stricted to one part of the body — the face, tongue, 
neck, one or both arms, one side or the entire body. 
The leg is rarely affected alone. The grotesque 
postures and gestures which the unfortunate vic- 
tims make often cause them to be regarded quite 
unjustly as feeble-minded. The movements are 
more severe when the patient attempts voluntary 
movement, and also when he is embarrassed or 
knows that he is being observed —a circumstance 
which has led to the erroneous opinion that the 
whole syndrome is of psychogenic origin. 

Athetosis of one or more extremities — or even 
of the entire body — may be accompanied by com- 
plete or almost complete voluntary paralysis. In 
this event, signs of pyramidal tract defect are de- 
monstrable. An alternating tremor may also co- 
exist." 

Electromyography shows that the motor units 
discharge in a normal polyrhythmic fashion, which 
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doubtless accounts for the rather remarkable rarity 
of fatigue. What is abnormal is the fact that there 
is no relaxation of antagonists, and that the move- 
ments are involuntary.’° 


Medical Treatment 


The method of treatment most commonly used 
is re-education of the affected muscles. The pa- 
tient is encouraged to take corrective exercises, and 
practices certain skills under supervision. He is 
urged to appreciate the sensation of relaxation of 
muscles and voluntary innervation of movements.’® 

This method has been reported’® *™* to yield ex- 
cellent results in certain cases, although from the 
published accounts it is often difficult to be sure 
how much of the improvement was in the asso- 
ciated hemiplegic disturbances. In the cases I have 
seen and followed, the method has produced rela- 
tively little in the way of favorable results. There 
is, of course, no harm in trying it, but in every 
case the progress should be carefully followed by 
means of motion-picture records. 

Treatment by drugs has in the past been wholly 
unsuccessful. There seems to be some hope that 
the use of curare or drugs of similar action may 
be beneficial,’® but many difficulties and dangers 
must be overcome before they can find wide ac- 
ceptance. 


Surgical Treatment 


Innumerable orthopedic operations (tendon 
lengthenings, transplantations, nerve sections) have 
been employed in the treatment of athetosis, usu- 
ally without success. Posterior root section is of 
no value. 


The first successful surgical treatment was that 
applied by Horsley’ in 1909. He resected the cor- 
responding motor cortex, with relief of the abnor- 
mal movements, but a cortical monoplegia resulted. 
This operation has been used intermittently, and 
has recently been revived by Bucy and his col- 
laborators,”* ** Sachs*? and Klemme.” The re- 
ported results are good, but Bucy, who has given 
the matter particular study, recommends it only 
for cases in which one arm alone is chiefly in- 
volved, and the extremity is already useless. 


The operation of section of extrapyramidal tracts 
in the anterior column of the spinal cord, for 
athetosis, was introduced at the Neurological Unit 
in 1931. To date, 50 operations have been per- 
formed, in 38 cases. There have been 4 operative 
deaths, of which only 1 (from pneumonia, two 
weeks ufter operation) occurred in the last 25 cases. 
The proportion of improvement is difficult to esti- 
mate; 5 patients have been enabled to seek em- 
ployment, and most of the remainder are well 
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pleased with the result of the operation, even when 
the advance consists in no more than being able 
to lie quietly in bed or sit up in a chair, if this 
has previously been impossible. In no case has 
there been complete relief, but the improvement 
which is secured by the end of convalescence is 
permanent, unless the progress of the disease de- 
stroys other parts of the brain.** ** 

Favorable results with this type of operation 
have also been reported by Oldberg** and by 
Machansky.”” 


SUMMARY 


A review of the various subvarieties of alternating 
tremor (paralysis agitans) and of athetosis (tor- 
ticollis, dystonia, hemiballism) is presented, includ- 
ing a brief physiological analysis of their mani- 
festations. The methods of treatment of both dis- 
eases by drugs, new and old, by retraining and 
by the various types of operation recently intro- 
duced are described, and an attempt is made to 
evaluate the indications for each and the results 
to be expected. 
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THE QUALITY OF MEDICINE* 
Nartuan B. Van Etren, M.D.t+ 


NEW YORK CITY 


WHat kind of medicine do you want? Do 
you want England’s medicine, or Hitler’s 
medicine, or Stalin’s medicine, or New Zealand’s 
medicine, or American medicine? 


Do you want socialized medicine, or state med- 
icine, or democratic medicine? Do you want im- 
personal medical care or do you want free choice? 
Do you want bureau medicine, or medicine fos- 
tered and promoted by those who have been espe- 
cially dedicated to the service of the sick? Do you 
want the doctor an employee of the state working 
limited hours for a salary? 

Shall we be dominated by dictators or by the 
needs of the people? The future of medicine will 
be determined by our citizens. If they are igno- 
rant, the practice of medicine will suffer; if they are 
informed, American medicine may go forward. 
Medicine has survived the rise and fall of many 


*An address Celivered at the annual meeting of the Vermont State Medical 
Society, Burlington, October 
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civilizations. I predict that its advances can be 
delayed only temporarily, and that they will attain 
greater heights long after the actors of the present 
generation have left the stage. 

An inspired propagandist says that there are 
forty million people in the United States who are 
suffering from the lack of medical care because 
their incomes are less than eight hundred dollars, 
with the consequence that they are unable to main- 
tain adequate standards of living. The remedy 
he prescribes is socialized medicine after the Eu- 
ropean manner. He views American evolution as 
immature because we hesitate to embrace social 
systems which seem to have failed in Europe, and 
to be poor substitutes for developing programs 
which have brought medical care in America to 
higher accomplishments than anywhere else. 

The propagandist admits American superiority, 
which he credits to a higher standard of living. 
When he contrasts small countries, whose popula- 
tions are homogeneous, to polyglot America, he 
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pays us a real tribute. The difficulty of matching 
Denmark in the eradication of syphilis is obvious, 
but American medicine is enlisted in the fight for 
that objective. 

He says with finality that there is no further 
need for surveys to uncover the lack of medical 
care of the unfortunate forty millions — that we 
now know all there is to know about these neg- 
lected people. On the contrary, I believe that 
there is more need than ever to discover the ex- 
tent of human suffering among those who are ex- 
isting miserably and the extent to which medical 
care fails to reach them. 

Every city in the United States has thousands of 
people who are handicapped by bad housing. Sen- 
ator Wagner is quoted as saying that there are 
over four hundred thousand people in the City of 
New York who live in buildings unfit for human 
habitation. I can very well believe that story when 
I am told that there are two hundred and fifty 
thousand bedrooms in New York City which have 
no windows. Many of these rooms have multi- 
ple occupancy, and all are potentially pestilential. 
The government-administered City of Washington 
is said to lead all our cities in slum miseries, as 
also it leads in the statistics of morbidity. Every 
one of these city dwellers must be included in the 
forty million, but none of them can claim to be 
outside the areas of free hospital and medical care. 
Every citizen of the City of New York may have 
emergency medical care free of cost at any mo- 
ment of the day or night if he asks for it. We 
can well believe that it is seldom asked for when 
the need is not acute through accidental or tragic 
illness. 

Many small towns have hospital facilities avail- 
able to people whose incomes are eight hundred 
dollars or less, or who have no income at all, and 
where a generous medical profession cares for them 
free or at charges within their means. Many farm- 
ers fail to see eight hundred dollars in any year, 
and still are able to pay for medical care. 

No one can deny that there are communities 
which are poorly supplied with medical care as 
well as poorly fed and clothed and housed. No 
one can deny that eleven million people are un- 
employed. No one can deny that there are still 
a few sections of this country where the birth rate 
is still out of proportion to the supply of food or 
education. 

No one can deny that there are local needs for 
hospital beds — while at the same time 20 per cent 
of all hospital beds are unoccupied. It is, how- 
ever, not a survey but a distortion that tries to show 
that forty million people are failing to receive 
medical care, while at the same time death rates 
are steadily falling. In New York City the sta- 
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tistics for 1939 are all showing new low records. 
This is an accomplishment of American medicine. 
Americans are so hospital-conscious that sixteen 
people enter a hospital every minute day and night. 
A baby is born every fourteen seconds, and half 
these births occur in hospitals. 

The fact that 47 per cent of all our hospital beds 
are occupied by insane people cannot be charged 
entirely to the failures of medical care, while much 
of it must be credited to social maladjustments. 
Surveys are needed more than ever. The Medical 
Society of the State of New Jersey has just finished 
a survey which might well serve as a model to re- 
veal the true conditions in every state. It did not 
make estimates from occasional samplings of the 
population, but reported every county and every 
township. This is not too difficult a task and must 
be done to discover all the facts of supply and 
distribution and need of medical care. 

Every physician in the United States must be 
enlisted in the search for the truth on which to 
build the foundations for a master plan. The im- 
provement of living conditions is preventive medi- 
cine. It is both a national and a local problem. 
The New York situation probably involves greater 
difficulty and cost than are encountered in other 
cities, but it can be cured by New York money 
and New York effort. It might be well if the na- 
tional government would show the world how to 
do it by staging a demonstration in the District 
of Columbia. I believe that every physician in the 
land should get behind slum clearance and demand 
action from all local and national authorities. 

The propagandist proposes to cure all our health 
deficiencies by imposing upon the American peo- 
ple some of the European systems of sickness in- 
surance. Sickness insurance abroad has not re- 
duced morbidity or mortality, or the loss of time 
of the worker due to sickness. Foreign sickness 
insurance does not take care of the indigent. The 
indigent person is outside the field of insurance 
and is the problem of the taxpayer. 

We must remember our own troubles with com- 
pulsory workmen’s compensation insurance. Al- 
though this procedure has been greatly improved, 
we must not forget the scandals which accom- 
panied it and which still require constant vigilance. 

Although the propagandist admits that health 
insurance is not a panacea, he thinks that while 
it is not the ideal system, under the present social 
and economic conditions of the country compulsory 
health insurance, combined with extension of pub- 
lic-health services, is the best possible solution. The 
propagandist wobbles again when he advocates the 
Wagner Health Act and says that it neither carries 
nor advocates a health-insurance scheme. This bill 
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was introduced on February 28, 1939; on March 
29, just a month later, as was expected, the sena- 
tor’s son, Robert F. Wagner, Jr.. a member of 
the Assembly of the State of New York, intro- 
duced a compulsory health-insurance bill in con- 
templation of enactment of the federal measure. 
Cash benefits for disability and maternity care, he 
said, were included, because the federal bill makes 
provisions for aid to the states that provide such 
assistance. The Wagner Health Act opens the 
door to potential graft of vast dimensions. 

Very few people budget their incomes for any- 
thing except rent, heat and light. Budgeting for 
sickness is now being inspired by hospital and 
medical service plans which involve small daily 
payments. These plans, now subscribed to by 
more than three million people, are helpful to 
many people and indirectly to physicians, but the 
experience of the past year has demonstrated such 
serious abuses of privilege by greedy subscribers 
that financial collapse is threatening, unless con- 
tracts are definitely limited and rigidly enforced. 
Surpluses melt away under excessive hospitaliza- 
tion, and the purposes of group service are de- 
feated. 

It seems inevitable that the insurance principle 
will be involved in plans for medical service, and 
it seems wise that many trials be made in the 
various states, such as are now proceeding in Calli- 
fornia and New Jersey. The medical profession 
has developed the high quality of medical care 
that we now enjoy, and earnestly desires to make 
it still better. 

The propagandist asks whether the quality of 
medical care is really good in rural districts, where, 
he says, many doctors still practice horse-and- 
buggy medicine. I should answer that query by 
saying that the country doctor has given a very 
good account of himself, and that the quality of 
care given to people of small or moderate means 
in rural districts is often of the highest type. 

The general practitioner is the backbone of 
medicine. In my opinion he would be ruined if 
he were subsidized. He does the best he can for 
each of his patients because that is the only way 
he knows to hold his practice, and he has an hon- 
est desire to restore his patients to functional use- 
fulness. By and large the general practitioner is 
God-fearing — keeps the Decalogue and cherishes 
his sworn obligations. I should like him to take 
a more serious interest in local political machinery, 
and to use his great influence in the betterment 
of the public health through the practice of preven- 
tive medicine. I should like him to realize how 
great is his potentiality in stimulating his patients 
and all their contacts in the guidance and _ in- 
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formation of legislators who seldom understand 
the physician’s viewpoint. 

Every physician should have a copy of the pro- 
posed Wagner Act and should be shown the dan- 
ger to himself of its provisions. Every physician 
should in turn advise all his patients and acquaint- 
ances of this danger, at once, and should ask them 
to bring pressure to bear on their legislative rep- 
resentatives, state and national, to defeat this leg- 
islation. 


Although this measure was not acted on at the 
last session of Congress, it will appear at the next 
in amended form with an emotional appeal for the 
spending of millions for the promotion of public 
welfare — just another act in an orgy of spending 
for prosperity, and of handing over the practice of 
medicine to bureaus in Washington. Everyone 
should know that the estimated overhead expense 
of these bureaus in the administration of this act 
will be six million dollars. Sending a dollar to 
Washington does not make it bigger. I am con- 
vinced that this state will be better off by keeping 
its money at home — by developing the strength o: 
its own department of health and by supporting 
its physicians in the practice of better medicine for 
all the citizens. 

You must not take a negative position. Through 
the influence of systemat ized adverse propaganda, 
an impression has been created that the medical 
profession, and especially the American Medical 
Association, is against all progress, against any 
change in delivering medical care, and is acting in 
restraint of those who would try new plans. Peo- 
ple should be told that these statements are untrue 
and unfairly presented, and should be told what 
American medicine really stands for. 

Over a hundred years ago, in 1835, the vital sta- 
tistics of Philadelphia revealed that the average ex- 
pectation of life was twenty-one years. Preventive 
medicine, carried on by doctors, mostly private 
practitioners, in the United States, has raised life 
expectancy to above sixty years. This has been ac- 
complished largely through the salvage of children 
who otherwise would have died from the ravages 
of communicable diseases. 

One hundred and fourteen thousand of the one 
hundred and twenty-five thousand actively prac- 
ticing physicians of the United States are members 
of the American Medical Association. This is or- 
ganized medicine. Organized medicine stands for 
the protection of children from all communicable 
diseases by scientific methods and for the care and 
improvement of deformed or crippled children; 
for the protection of children from accident and 
injury, from blindness, from the exhaustion of 
child labor and from tuberculosis. It stands for 
nutritional improvement. Organized medicine, 


Vo 
1 


Vol. 222 No. 12 
through private practitioners and hospital practi- 
tioners, has been steadily improving the growth 
and health of children for many years. 

Organized medicine is intensely interested in 
race improvement and in the science of immunol- 
ogy. It gets very little help from legislators for 
the promotion of compulsory vaccination against 
smallpox. Thousands of children evade vaccina- 
tion. Thousands of cases of smallpox, all preventa- 
ble, prevail at all times in this worst-vaccinated of 
all civilized countries. One case appeared in New 
York City last month and 14,335 were reported 
last year in the United States. 

Organized medicine is constantly studying the 
problem of maternal mortality, and recent statis- 
tics show substantial gains in a nation-wide effort 
to salvage future mothers. It stands for preven- 
tion of communicable venereal diseases, for public 
health, for sanitation, for good education, for good 
food and drug laws, for good housing. It stands 
for better education of physicians, in order to im- 
plement them for the practice of better medicine. 

It stands for having all the hospital. beds that 
are needed, placed where they are needed. It is 
for all the state medicine that is needed for the 
care of the insane, the feeble-minded, the tuber- 
culous and the indigent. It is for every effort that 
can be made by public-health services for the erad- 
ication of syphilis. It is for preventive medicine of 
all kinds. It is for co-ordination of all national 
health services, except those of the Army and Navy, 
into a national health department headed by a 
secretary of health. 

It is against compulsory sickness insurance, and 
against the administration of medical practice by 
national bureaus. It is for the preservation of the 
practice of medicine by the family physician, so 
far as possible. 


The old family doctor has nearly finished his 
career. He has carried the tradition of true phi- 
lanthropy into every personal relation. His de- 
votion to his self-imposed obligations has kept him 
out of the public notice. He quietly answers the 
call of the sick without self-consciousness or self- 
pity. He carries on unnoticed, unless like Doctor 
Dafoe he officiates at a quintuplet delivery or per- 
forms some dramatic service which is heralded in 
headlines. His skill is unknown beyond the im- 
mediate circle of his limited acquaintance. He 
never advertises. He holds no public office. He 
cannot leave his patients long enough to go to the 
legislature. His place is at home, trying to keep 
people well or curing the sick. His influence on 
public affairs is small because he is too busy to 
become an active partisan. He does not make 
much of an income because he is generously ap- 
preciative of the financial difficulties of his patients. 
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He is no longer a saddle-bag doctor dispensing em- 
piricisms. He no longer drives a characteristic 
gig. His high hat and his gold-headed cane are 
no longer symbolic. He has been well educated 
in the medicine of his period. His preceptorial 
training in the use of his powers of observation, in 
deduction and in the high development of his own 
senses, often more than five of them, has yielded 
to the deeper searching into the mysteries of bac- 
teriology and of internal secretions. He has learned 
the value of mechanical helps. Unless he has been 
practicing longer than fifty years he is not an old 
doctor at all. Within fifty years he has become a 
modern doctor, because modern medicine is all 
measured within this last half-century. The meta- 
morphosis of the old family doctor has been so 
gradual that he has passed on to this new doctor 
the age-old interest in the poor and afflicted. A\l- 
though the new doctor raised his right hand and 
promised to keep sacredly the Hippocratic oath, 
he only subconsciously knows the text of his af- 
firmation. The spirit of Hippocrates, of Luke the 
beloved physician, of Harvey, of Jenner, of Lister, 
of Osler and of Welch, has become the motivation 
of the Dafoes and thousands like him who never 
see their names in print. 


The self-imposed two-thousand-year-old Hippo- 
cratic code has become the very fiber of the new 
doctor’s impulse to carry on in high fidelity his 
consecration to the service of the sick. His cul- 
tural and technical training covered almost thirty 
years of his life. At twenty-seven he received his 
diploma, and thereafter served one or two years 
as an intern before starting to exercise his licensed 
right to practice medicine. 

In the mad nineteen-twenties the fashionable 
specialties lured many young doctors into those lu- 
crative fields. In the depressive cycle of the 
nineteen-thirties the family doctor has been much 
less embarrassed than the limited specialist, whose 
practice in many instances disappeared because pa- 
tients could no longer pay his fees. In this period 
the family doctor has complained very little, and 
has cared for his patients regardless of fee, in many 
cases living on goods given in barter, even in large 
cities. He and his family have shared hard times 
before and will do so again. In some regions he 
refused government aid, while in other regions he 
now regrets that he has accepted government em- 
ployment at low or never-paid fees. In large cities 
his position is more difficult than in small towns 
or rural regions. The city hospitals are crowded, 
not only with the normally indigent but also with 
people who formerly were able to pay for medical 
care. The doctor works in the hospitals and clinics 
and often meets his former patients there. He 
is the only person in the city hospital who works 
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without pay. Because he has always done so is 
not a good reason for his continuing to do so. 

He works in the hospital for the pay of experi- 
ence, for the pay of prestige, for the pay of pro- 
motion to places of prominence where he may re- 
ceive the pay of larger responsibilities. He works 
to learn more about medicine in order to be quali- 
fied to learn more about medicine. He is retired 
for age at sixty-five while he is still a student, 
and he cannot be made to regret it. The doctor 
is the servant of the sick, and when he serves the 
really poor he considers it a priestly privilege. Peo- 
ple who are unable or unwilling to pay for medical 
care crowd free dispensaries to the doors. They 
are mostly uninterested in the personality of any 
doctor: their chief interest is in getting some- 
thing for nothing, and they submit to mass medi- 
cine because they must. One hundred and twenty 
patients in a medical clinic being served by four 
doctors in two hours means an average of four 
minutes for each interview, and is very poor med- 
icine. During the same time the same waiting- 
space holds many other people waiting for other 
clinics, every one of which is crowded beyond 
comfortable limits. The clinic nurses and clerks 
work all day at high speed and are paid for their 
work. Doctors come and go for two hours or 
longer, giving their services absolutely free. Some 
of them are specialists, but most are general prac- 
titioners. Although many people are in need of 
medical service at low fees, and the cost to the 
city is small because the doctor is unpaid, many 
doctors would be glad to treat these patients in 
their own offices for nominal charges, and to give 
them better care than the hospital, because it would 
be individualized and unhurried. It would seem 
to be only fair that doctors as well as other people 
who work in tax-supported hospitals, or other gov- 
ernment institutions, should be paid for their 
work. At present there is no money to pay them 
with. Doctors of various kinds who now work 
for the government receive salaries so small that 
in ordinary times their positions are unattractive. 
The government being unable to balance its budget, 
the prospect of seeing the doctor paid by the state 
is remote. The family doctor is aware that his 
status is changing, and desires to be one of the 
controlling factors in any new program. He justly 
resents the imposing on him of any compulsory 
program by nonmedical organizations. He be- 
lieves that the American Bar would resent the im- 
position upon it of a program to regulate the prac- 
tice of the family lawyer in much the same spirit. 

The family doctor realizes the value of discus- 
sion of every phase of medical service, and is great- 
ly interested in various plans now being put into 
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experimental operation by county medical societies. 
He believes that the care of the sick is a medico- 
sociologic problem, and that all doctors should be 
organized to attempt a solution. He believes that 
the old types of individualism will be limited to 
unhurried study in limited fields involving in- 
vestigative science. 


He disbelieves in the practicability of extending 
the fields of state medicine, because the burdens 
of the state already excessively overload the tax- 
payer. He sees state education in difficulty because 
it has grown too expensive for the community 
pocket. He sees thousands of teachers unpaid and 
out of work, teacher training schools closed, few 
new teachers appointed; he draws an analogy be- 
tween state education and state medicine, and be- 
lieves that a similarly planned system of state- 
operated medical service would be an insufferable 
load, no matter how honestly it might be attempted. 
He believes that in any such system expensive 
bureaucracy would be inevitable, so that the doc- 
tor would become a poorly paid servant, his am- 
bition to pursue scientific study would be dulled 
and general medical service would sink to de- 
graded levels. Such a system cannot escape politi- 
cal manipulation. The legislature which votes the 
money for it will demand its administration by 
political officers. It is claimed that public opin- 
ion will guide these officers toward wisdom and 
honesty, but we cannot escape historical precedents 
which have always shown undue official absorp- 
tion of the taxpayers’ contribution to any pub- 
lic operation. State medicine as we now have it 
is not attractive to the family doctor; he sees a 
few brilliant career men who have fought their 
way to the top, but he believes that most of the 
rank and file of the lower grades have been lured 
into the service by the prospect of soup-bone se- 
curity. The family doctor thinks of state medi- 
cine only in terms of relief from financial worries. 
When the doctor is making a living he forgets it, 
and turns again to the absorbing interest of giv- 
ing the best that is in him to his patient; he feels 
that the government doctors’ viewpoint is colored 
by a salary, and that from their safe vantage point 
they have lost an understanding of intimate medi- 
cal problems. 


The family doctor is acutely aware that the ap- 
plication of medicine lags behind the science of 
medicine; he laments the uneven distribution of 
medical service, even as he is saddened by the tales 
of inadequate housing and clothing and feeding of 
some people. The family doctor is in no sense a 
parasite living well upon the community; he is 
always willing to share common privation. The 
profit motive is not large in the doctor’s life, but 
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the incentive to make a living is ever present. Paid 
research workers represent a very small portion of 
the medical profession, and the fact that they have 
not been demoralized by their salaries, often piti- 
fully small, is not an impressive argument for sub- 
sidizing the whole medical profession. 

The presence of too many doctors, preventive 
medicine and declining mortality and morbidity, 
as shown by current statistics, cannot be denied as 
economic factors. Few doctors have acquired 
wealth from the practice of medicine. Thirty per 
cent of them are said to be failing to make their 
expenses. In the light of such a statement the 
value of the doctors’ contribution to the health of 
the nation is amazing. 

The old family doctor of blessed memory is 
leaving the scene, but his successors are growing 
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in effectiveness, and in the interest of the health of 
the nation deserve the unqualified support of all 
Americans. 

I believe that our people would be responsive to 
an American health program if the physicians of 
the country could be inspired to write it. I believe 
that it should demand the consolidation of all na- 
tional health bureaus into a national department 
of health headed by a cabinet officer. I believe that 
it should strongly preserve the quality of medical 
care — competently distributed. I believe that the 
units of health administration should be the states 
and their political subdivisions, where local health 
needs are known. And I believe that the general 
practitioner should be supported in his relation to 
the American family. 


303 E. Tremont Avenue. 


CARCINOMA OF THE UTERINE CERVIX* 


The Results of Treatment Through 1933, Showing the Value of 
Supplementary X-Radiation 


Georce Van S. Smitu, M.D.t anp Frank A. Pemberton, 


BROOKLINE, MASSACHUSETTS 


XPERIENCES with carcinoma of the uterine 

cervix at the Free Hospital for Women have 
been briefly recorded through 1928." The pur- 
pose of the present survey, which takes the place of 
those now obsolete reports, is to revise the figures 
for results in the light of longer and much more 
complete follow-up, to embrace in the evaluation 
those cases seen through 1933, to trace the devel- 
opment of this clinic’s treatment and to discuss 
various pertinent aspects as they arise in the course 
of compilation. 

From May 1, 1876, to January 1, 1934, 997 con- 
secutive patients recorded as having cancer of the 
cervix were seen or treated. For the purposes of 
this report it seems proper to omit from detailed 
consideration 69 of this number who had had 
their primary treatment elsewhere and were only 
secondarily seen, treated or given terminal care 


here.§ 


In preparing the material for the previous reports, the 
authors accepted the clinical diagnoses of cases from which 


*Presented at the annual meeting of the New England Surgical Society, 
Salem, Massachusetts, September 29, 1939. From the Free Hospital for 
Women, Brookline, Mzssachusetts. 


+Assistant professor of gynecology, Harvard Medical School; visiting sur- 
geon, Free Hospital for Women; director, Fearing Kesearch Laboratory, 
Free Hospital for Women. 

tClinical professor of gynecology, Harvard Medical School; chief surgeon, 
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$Of the 28 patients of the latter group receiving no further treatment 
in this hospital, 2 were alive thirteen years after primary therapy by radium 
elsewhere, the remainder dying before five years. Forty-one received 
secondary treatment, of whom 34 failed to survive five years, 1 died of 
recurrence seven years after first therapy and 6 were well on last follow-up, 
five, seven, seven, seven, ten and thirteen years, respectively, after first 
treatment. 


tissue had not been removed for pathological examination. 
When patients with only a clinical diagnosis of cervical 
cancer fail to survive, one tends to assume that the diag- 
nosis was correct because this is the commonest pelvic 
cancer in women. When, however, some of these patients 
are cured, the results are of debatable value for statistics 
without pathological confirmation. In order to avoid the 
inclusion of these few valueless cases among authentic 
survivors, and since the diagnoses of those who die re- 
main presumptive (as so well demonstrated by the death 
certificates of patients who have died away from their 
place of original diagnosis), 100 cases without pathologi- 
cal diagnosis (75 before and 25 after October 1, 1902) will 
be evaluated separately. 

For the previous papers the authors accepted the patho- 
logical reports as given, without attempting to review the 
sections. This raises the question as to how much reli- 
ance may be placed upon pathological diagnoses when the 
microscopic material is no longer extant. We have now 
taken the stand that a report is not valid unless accom- 
panied by the section or an adequate description of the 
microscopic picture, for it could be argued that the report 
may have been erroneous, and in general the earlier re- 
ports lacked satisfactory descriptions. The 48 cases (33 
before and 15 after October 1, 1902) with pathological 
diagnoses unsubstantiated by section or description will be 

The death certificates of 394 patients covered in this study have been 
consulted: cancer was not mentioned in 24, the alleged causes of death 
in these being cerebral hemorrhage, apoplexy, myocarditis, pneumonia, shock 
and kidney trouble, ‘‘natura! causes, probably heart disease,’’ chronic 
Bright’s disease, diabetes, septicemia, phthisis, intestinal obstruction, fistula, 
proctitis with stricture and ‘no cause given.’ Carcinoma of the cervix 
was given specifically on 78 certificates; on 27, cancer was mentioned 
without specification of origin or location. Cancer of the uterus or syno- 
nyms were found on 209, and on 15 more, cancer of uterus, bladder and 
rectum, of uterus and bladder, of uterus and rectum, of uterus and ovary 
or of uterus and intestines or sarcoma of uterus were found. The remaining 
41 certificates contained the following diagnoses: cancer of breast, lung, 
liver, stomach, intestines, sigmoid, rectum, bladder, pelvic organs, hip, 
intestines and stomach, vagina and bladder, pelvis and abdomen, growth 


of undetermined nature in abdomen, malignant disease of pelvis and 
“natural causes, probably cancer.” 
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considered briefly with the 100 cases from which no tis- 
sue had been removed for biopsy. 


For this writing all available sections have been 
re-examined critically and the microscopic diagno- 
ses made anew, yielding indisputable pathological 
confirmation in the remaining 780 cases. Not in- 
cluded is any case that had so-called “preinvasive” 
cancer or concerning whose microscopic diagnosis 
there has been any difference of opinion among the 
pathologists to whom sections have been submit- 
ted. In 15 cases the tumor appeared to be pri- 
marily adenomatous with varying degrees of 
squamous metaplasia; in 2 cases, adenocarcinoma 
and squamous-cell carcinoma seemed to be present 
as distinct entities. The great majority of the sec- 
tions of the remaining cases showed squamous-cell 


THE NEW ENGLAND JOURNAL OF MEDICINE 


March 21, 1940 


interval —15 per cent of the whole group and 21 per 
cent of those treated — were alive eight, nine, ten, fifteen, 
seventeen and seventeen years, respectively, after therapy. 
It was in order to avoid including these survivors among 
those who can now be proved to have had cervical cancer 
that this group of 40 cases was removed from the main 
series. This procedure will have no significant influence 
on important percentages, for only 9 of these ‘cases fall 
into the 1923-1933 period. 


First Seen or Treated at the Free Hospital for 
Women, October 1, 1902, through 1933, and Diag- 
nosis Recently Confirmed Pathologically — 780 
Cases 


These cases fall conveniently into the following 
periods: October 1, 1902 to 1913, inclusive, 82 
cases; 1914 to 1918, 79 cases; 1919 to 1923, 120 
cases; 1924 to 1928, 225 cases; and 1929 to 1933, 


Taste 1. Summary of Treatment and Results, October 1, 1902 to 1913, Inclusive. 


; No. oF OPERA- PATIENTS PATIENTS 
TREATMENT CASES TIVE UNTRACEABLE ALIVE 
DEATHS aT 5 Yr. at 5 YR 
8 (11%) 8 (11%) 9 (11% of total seen; 


Cures — 6 (7 per cent of total seen; 8 per cent of total treated). 


12% of total treated) 


*Well 26 yr. later. 


+Well 15 to 25 yr. later, 5; died of “‘diabetes’’ 1 yr. later, 1; died of recurrence 4 mo. later, 1; radium for recurrence 2 yr. later, died 


of disease 2 yr. later, 1. 


carcinoma; 7 per cent showed adenocarcinoma. Of 
the five-year survivors among the 780 patients com- 
prising the body of this series (Tables 1 to 5), 7.3 
per cent had had adenocarcinoma. Of all those 
with squamous carcinoma, 28.1 per cent were alive 
at five years, and of all those with adenocarcinoma, 
29.6 per cent were alive after the same interval. It 
would seem from these figures, which may be en- 
tirely the result of coincidence, that the microscopic 
form of cervical cancer has no significant bearing 
on the outcome. In but 2 cases was a cervical 
polyp the apparent seat of the malignancy. 


REvIEW OF Cases 


First Seen or Treated at the Free Hospital for 
Women but Diagnosis Not Now Confirmable — 
148 Cases 


From May 1, 1876, to October 1, 1902 —108 Cases. Of 
the patients seen before October 1, 1902, 18 received no 
treatment beyond terminal care; the remainder under- 
went some operative procedure, with a mortality of 9 per 
cent. The 5 alive at five years —5 per cent of the total 
number seen and of the number operated on — were still 
living at thirteen, eighteen, twenty-one, thirty-nine and 
forty-nine years, respectively. 

From October 1, 1902, to January 1, 1934—40 Cases. 
Of the 40 now unconfirmable cases seen after October 1, 
1902, 12 were untreated. There was no operative mortality 
among the others. The 6 patients alive after the five-year 


274 cases. For the sake of clarity and comparison, 
each group will be considered separately. No vagi- 
nal hysterectomies have been performed for can- 
cer of the cervix at this clinic since 1902. Hence 
“radical operation” in the charts includes com- 
plete and Wertheim hysterectomies and abdom- 
inal excisions of the cervical stump. 


From October 1, 1902 to 1913 —82 Cases (Table 1*). 
There was only one complication recorded in this group 
—a vesicovaginal fistula following application of radium 
elsewhere for a recurrence one year and five months after 
hysterectomy. The first attempt at closure, six months after 
radium, failed; a second attempt, 10 months after radium, 
succeeded. from recurrence took place four years 
and four months after hysterectomy. 

From 1914 to 1918 —79 Cases (Table 2). One of the 26 
patients submitted to radical operation was sixty-six years 
old and had fairly marked hypertension. She was dis- 


*In Table 1 the term ‘‘cure” is employed. This is intended to signify 
that we do not regard a patient as beyond the possibility of recurrence 
until she has lived at least twelve years following treatment, for 3 patients 
(Tables 2, 3 and 4) have succumbed to definite, though not microscopically 
proved, recurrence ten years and two months, ten years and five months, 
and eleven years and three months, respectively, after therapy. Another 
(Table 2) died fourteen years and six months after treatment of ‘carcinoma 
of the liver, metastatic from carcinoma of the cervix," according to the 
death certificate. If this case were authentic it would be so unusual, for 
this or any other series, as not to alter appreciably the twelve-year line 
for absolute cure. 

Patients dying of unmistakable intercurrent disease before twelve years 
are tabulated with those dying of cervical cancer, since without autopsy 
there is no way of proving that a recurrence may not have been present. 
In the tables a few patients are recorded in quotations as having died 
of other cancers, but it has been impossible to obtain sufficient evidence 
to make the quoted diagnoses more acceptable than that of recurrent cervical 
cancer. 
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charged as well on the nineteenth postoperative day, her 
convalescence having been complicated by pelvic sepsis of 
only moderate severity, and died eighteen days later of 
unknown cause. We have rated this an operative death. 
There was a postoperative complication in 2 cases in this 
group: a small incisional hernia in a cured patient, and in 
another a vesicovaginal fistula which healed spontaneously 


Three of the patients treated with radium after opera- 
tion developed fistulas: the vesicovaginal fistula of one was 
present six months after radium treatment, an attempt at 
closure failed and the patient died of recurrence four years 
and five months after hysterectomy. Both rectovaginal 
and vesicovaginal fistulas, completely inoperable, followed 
postoperative radium in the other two patients, who were 


Taste 2. Summary of Treatment and Results, 1914 to 1918, Inclusive. 


No. oF OPERA- PATIENTS PATIENTS 
TREATMENT Cases TIVE UNTRACEABLE ALIVE 

DEATHS aT 5 Yr. at 5 Yr. 
Radical operation, then radium (1 to 11 mo. postoperatively) . 11 0 0 2t 

Five-year survivors of above two groups — 13 (35 per cent) 
Radium, then radical 10 (10%) 
79 4 (6%) 3 (4%) 15 (19% of total seen; 


21% of total treated) 
Cures — 8 (10 per cent of total seen; 11 per cent of total treated). 


*Well 15 yr. later, 5; untraceable 2 yr. later, 2; died of ‘‘heart trouble’ 10 yr. later, 1; died of recurrence 3 yr. later, 1; radium for 
recurrence 3 yr. later, died of disease 4 yr. later, 1; radium for recurrence 1 yr. later, died of uremia following exploratory laparotomy, at 
which time tumor was found to involve Ss ureters, 4 yr. later, 1. 


tDied of ‘‘carcinoma of liver, metastatic from cervix’’ 10 yr. later, 1; died ‘‘suddenly’” (aged 68) 11 yr. later, 1. 
$Died of pneumonia 6 mo. later, 1; died of unknown cause 1 yr. later, 1. 


seven months after operation and two and a half months 
before death from recurrence. 

During this period radium was first employed. The 
dosage and screening were almost entirely a matter of 
trial and error, there being practically no precedents on 
which to base the manner of use. Four capsules of 0.5 
mm. of silver containing glass capsules filled with radium 
salt, the equivalent of 25 mg. of metallic radium each, 


Tasie 3. Summary of Treatment 


the long-time survivors in this group. One of those re- 
ceiving radium before operation established a rectovaginal 
fistula within two months of operation and died of re- 
currence ome year and eight months later. 

During these years there was, in general, no definite 
plan behind the administration of radium before and after 
surgery. Preoperative radium was given in varying doses 
at varying intervals up to six months in otherwise seem- 


and Results, 1919 to 1923, Inclusive. 


No. OF OPERA- PATIENTS PATIENTS 
TREATMENT CASES TIVE UNTRACEABLE ALIVE 
DEATHS 5 Yr. at 5 YR 
18 1 (6%) 0 hd 
Radical operation, then radium (1 mo. to 3 yr. veel 


Five-year survivors of above two groups — 14 (45 per cent) 


Cures — 12 (10 per cent of total seen and of total treated). 


2 
82 
120 


0 
148 (17%) 


28 (23% of total seen; 
24% of total treated) 


(sepsis) 


0 
1 
2 (2%) 2 


(2%) 


Ten-YEAR Survivors — 14 (12 per cent of total seen and of total treated). 


*Well 9 to 13 yr. later, 3; untraceable 2 yr. later, 1; died of ‘carcinoma of stomach” 10 mo. later, 1; died of ‘‘carcinoma of sigmoid” 5 


yr. later, 1; died of recurrence 2 mo. later, 2; died of recurrence 2 yr. liter 


TWell 12 yr. later, 1; died following operation for intestinal pce st (no cancer found) 3 


later, 1; died of recurrence 1 yr. later, 1; radium foi recurrence 2 an 


yr. later, 1; died of recurrence 2 mo. 


3 yr. later, died of the disease 2 yr. later, 1 
§Well 9 to 14 yr. later, 6; untraceable 1 yr. later 1; died of cardiovascular disease 6 yr. (aged 67 


nd 9 yr. (aged 62) later, 2; died of 


pneumonia 10 yr. later, 1; died of recurrence 1 and 2 yr. later, 2; radium for recurrence 2 yr. later, died of recurrence 1 yr. later, 1; radium for 
recurrence 1 yr. after first application. died of congestive heart failure (aged 75) 8 yr. later, 1. 


made up this hospital’s original stock. The only other 
screening was the rubber used in application, according 
to Graves*; that is, the capsules were placed in tandem in 
_ rubber tubing for intracervical and uterine insertion, and 
plastered to coins and covered with rubber dam for cer- 
vical and vaginal abutment. Single doses varied from 600 
to 4800 mg. hr., total doses from 600 to 11,200 mg. hr. 
One to four treatments were given, the intervals between 
them ranging from one week to five months. A few 
deaths might be attributed to overdosage were it not that 
only well-advanced cases were given irradiation, the more 
favorable ones being reserved for operation. 


ingly inoperable cases, in the hope of rendering them 
operable. The number of cases so managed was small and 
the outcomes were disappointing, for the apparently ob- 
vious reason that the periphery of the disease was not ef- 
fectively irradiated. Following operation, radium was 
usually not applied until recurrence was present. It 


seems that during these early years this element was re- 
garded more as a palliative than as a prophylactic or cura- 
tive method. Furthermore, the postoperative doses were 
kept small, 600 to 1600, rarely 2400, mg. hr., for fear of 
damage to the bladder or rectum. Since radium was not 
employed immediately after operation unless there was 


Radium, then radical 
Radium 
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real doubt as to the completeness of the extirpation, and 
- since it was used later in those cases in which operation 
clearly had not been successful, a fairer estimate of the re- 
sults of surgery is obtained by combining the “operation” 
and “operation, then radium” groups in calculating five- 
year survivors, 

From 1919 to 1923 — 120 Cases (Table 3). Only 1 of the 
patients submitted to operation developed an incisional 
hernia. Another reported herself well fourteen months 
after operation and died of intestinal obstruction one 
month later. Two other cases of obstruction among the 
patients of this period are recorded in Table 3. In the 
radium-treated group, 3 patients developed vesicovaginal 
fistulas and 3 rectovaginal fistulas. Both types of fistula 
became established in 2 others. Since all these were termi- 
nal cases, it is impossible to estimate how much of the 
damage was due to irradiation. 

During this era the tendency was to reduce the number 
of doses of radium and the intervals between them. Quite 
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From 1924 to 1928 — 225 Cases (Table 4). Deaths from 
radium in hopeless cases are possibly more frequent 
than recorded, not only because it is difficult in such cases 
to separate the untoward effects of treatment from those 
caused by progress of the disease, but also because so often 
adequate clinical details of terminal courses are lacking. 
The 2 deaths following radium were due to sepsis eighteen 
and sixty-five days, respectively, after application. It ap- 
parently is simply a matter of good fortune that such out- 
comes are not more frequent, since a considerable number 
of patients with pelvic inflammation or dangerously in- 
fected cancers, or both, must of necessity be manipulated 
and irradiated. Two other patients had _post-radiation 
cellulitis and abscess without fatality, although they were 
very ill for three months and had then only a short period 
of comfort before succumbing to their cancers. Six pa- 
tients, who failed to survive five years, came to colostomy 
for obstruction from the disease three months to two years 
and ten months after radium treatment. Ancther obstruc- 


Taste 4. Sammary of Treatment and Results, 1924 to 1928, Inclusive. 


No. OF OPERA- PATIENTS PATIENTS 
TREATMENT Cases TIVE UNTRACEABLE ALIVE 
DEATHS at 5 Yr. aT 5 Yr. 
Amputation of 0 0 0 
Radical operatio 24t 1 (4%) 0 15§ 
Radical porte om then radium (1 mo. to 3 yr. post- 
Five-year survivors of above two groups— 17 (53 per cent) 
3 (1%) 5 (2%) (28% of total seen; 


Cures — 27 (12 per cent of total seen and of total treated). 


29% of total treated) 


Ten-Year Survivors — 46 (20 per cent of total seen; 21 per cent of total treated). 


*Died of cardiovax.ular disease 4 yr. after operation. 
tDied of cerebral hemorrhage 2 yr. after operation, 1. 


§$Well 5 to 9 yr. later, 11; untraceable 1 yr. later, e died of cardiovascular disease 3 yr. later, 1; died following operation for primary carci- 


noma of sigmoid 3 yr. later, 1; di ied of recurrence 3 yr. lat 
{Well 7 yr. later, 1; died of recurrence 1 yr. later, " 


**Died of cardiovascular disease (aged 49, 50, 65, 67, 75 and 76) before 5 yr. after operation, 6. 
tWell 5 to 10 yr. later, 28; died of pneumonia (aged 53) 2 yr. later, 1; died of caraiovascular disease (aged 65) 4 yr. ang 9 Ls untraceable 


3 yr. later, 1; died of ‘‘carcinoma of bladder’? 3 yr. (aged 75) and 5 yr. (aged 82) later, 2; died of adenocarcinoma of rectum 4 yr. 
enucleated for melanoma of choroid 4 yr. after radium, died of metastatic melanoma 6 yr. 
of cardiovascular disease (aged 74) 7 yr. later, 1; operation for we vulval carcinoma 2 yr. later, 


died of ‘‘diabetes’’ (aged 69) 6 yr. later, 1; died 


operation for recurrence of vulval cancer 4 yr. later, well since then, 1; died of recurrence within 1 yr., 4; 


er, 1; left eye 
later, 1; died of pyonephrosis (aged 76) 6 yr. ‘later, 1 


of recurrence 3 yr. 


ge ) 
and 4 yr. (aged 72) later, 2; exploratory laparotomy with implantation of radon in lymph node at bifurcation of left common iliac artery 1 yr. after 
radium, well at 5 yr. despite mass in left side of pelvis, died 6 yr. (aged 62) later, 


a few single treatments were given. It is interesting that 
3 of the absolute cures were achieved with a single appli- 
cation each of 2400 to 2550 mg. hr. and 2 with 3150 and 
3375 mg. hr., respectively. These were the first favorable 
cases in which radium was tried in preference to sur- 
gery because the patients were poor risks on account of 
old age, obesity and cardiovascular disease. Large amounts 
of radium were avoided apparently because of the fear of 
complications, a fear unfortunately engendered by earlier 
experiences in which the complications of advancing dis- 
ease had been mistaken for ill effects of irradiation, and 
in a few of which the dire effects of overdosage had been 
observed. 

In March, 1922, the hospital’s stock of radium was aug- 
mented to 225 mg. by the addition of two 50-mg. capsules 
and two 12.5-mg. needles. There was no change in screen- 
ing or technic of application, and the postoperative doses 
remained small. At first there was some timidity about 


leaving as much as 200 or 225 mg. in a patient for more 
than twelve or fourteen hours, but in 1923 single doses 
of 200 or 225 mg. for twenty-four hours gradually became 
acceptable. 


tion in this radium-treated group occurred in the patient 
listed in Table 4 as having died of carcinoma of the rectum 
nine years and three months after the first treatment — by 
4800 mg. hr. in October, 1924, for frank squamous carci- 
noma. At five years she was well and examination dis- 
closed no evidence of recurrence. Two years and three 
months later she returned, having had rectal pain and 
bleeding for three months. Under anesthesia an annular 
constriction of the rectum at the level of the cervix was 
palpated — surface biopsy showed necrotic tissue. Curet- 
tage of the endocervix brought away tissue which Dr. 
Frank B. Mallory termed adenocarcinoma of intestinal 
origin. There was fixation of the broad ligaments. One 
hundred milligrams of radium were left in the cervical | 
canal and vaginal vault for twenty-four hours. Two weeks 
afterward colostomy was made for obstruction; the pa- 
tient survived for two more years. Although her death is 
attributed to cancer of the rectum, she may well have had 
deep pelvic recurrence of her cervical tumor as well. 

Sull another obstruction occurred, in this case due to 
an irradiation stricture of the rectosigmoid that manifested 
itself five months after application to the cervix and uterus 
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of 200 mg., screened by 0.5 mm. of silver and 1.0 mm. of 
brass, for 30 hours. A colostomy was made. Five years 
and six months later resection of the rectosigmoid and 
tube anastomosis were performed preliminary to closure 
of the colostomy. The patient was well ten years and 
ten months after radiation. 

Only one other complication of any severity took place 
among the 34 patients of this radium-treated group (the 
majority receiving single doses of 4800 to 6000 mg. hr.) 
who were alive ten or more years later, namely a rec- 
tal stricture demanding dilatation seven months after 
6750 mg. hr., screening as above —the patient since re- 
maining well for ten years. The relative infrequency of 
serious complications from radium in those patients who 
are destined to survive is indicated in Table 3 (only one 
obstruction in the radium group, and that after a heavy 
retreatment for recurrence), and is quite apparent in this 
larger series. 

Five patients of this same group developed fistulas: a 
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25-mg. and two more 50-mg. capsules of radium were add- ” 
ed to the hospital’s stock in the spring of 1928, making a 
total of 425 mg., and thus allowing more latitude in the 
matter of ainount and distribution. 


From 1929 to 1933— 274 Cases (Table 5). Beginning 
sporadically in October, 1930, and with increasing fre- 
quency through 1932, radium was administered in two 
doses of 2400 to 3600 mg. hr. each within a month, usually 
within two weeks of each other, for a total of 4800 to 6000 
mg. hr., and occasionally even more. Moreover, early in 
1931 additional screening of 1 mm. of lead was built 
around the brass-tube applicators with the intention of 
obtaining by such filtration pure, very short-wave gamma 
radiation. A comparison of the results from radium alone 
in Tables 3, 4 and 5 reveals an increase of five-year sal- 
vage from 17 to 25 to 28 per cent during the years when 
fairly radical changes in technic were being introduced. 
Nevertheless, it is impossible to show that these improved 
results were not a coincidence or due simply to the em- 


22 Tape 5. Summary of Treatment and Results, 1929 to 1933, Inclusive. 
0 No. OF OPERA- PATIENTS PATIENTS 
TREATMENT Cases TIVE UNTRACEABLE ALIVE 
DEATHS aT 5 Yr. at 5 YR 
Amputation of cervix and irradiation ................... 3 0 0 2 
monia) 
Hysterectomy, then irradiation (within 2 mo.) ........ 4 0 0 4 
2 0 0 1 
274 5 (2%) 5 (2%) 103 (38% of total seen 


and of total treated) 


*Well 5 yr. later. 
+Died of intercurrent disease within 5 yr., 2. 


§Diec of cardiovascular disease (aged 64, 67, 70 and 86) 7 mo. to 2 yr. later, 4; died of recurrence 1 mo. later, 1. 
{Died of cardiovascular disease (aged 53, 53, 66, 66 and 81) within 5 yr., 5. 


_ Radium and x-radiation for squamous cell carcinoma of left lower vagina and left labium minus (? recurrence or primary) 10 mo. later, 1; 
x-radiation for recurrence in vaginal vault 9 mo. later, alive and comfortable 1 yr. later, 1; died of complications without recurrence 3 mo. later, 1; 


died of recurrence 4 mo. later, 1. 


vesicovaginal sinus appeared one month after radium 
treatment in an advanced case; a rectovaginal fistula 
opened nineteen months after radium treatment, the pa- 
tient surviving for twenty-one months afterward; another 
patient’s rectovaginal fistula appeared terminally. Two 
other patients had double fistulas terminally. 

There were complications in 2 of the patients submitted 
to hysterectomy: a postoperative hernia, and a_vesico- 
vaginal fistula which was closed successfully one year 
after operation and one year and eleven months before 
death from recurrence. 

Of those patients receiving radium following operation, 
one died after enterostomy for small intestinal obstruction 
from recurrence; another developed double fistulas termi- 
nally. 

The majority of the radium treatments during the years 
1924 to 1928 consisted of a single dose of 200 or 225 mg. 
for twenty-four to thirty hours, the largest single dose be- 
ing 6750 mg. hr. By April, 1925, applicators of 0.5 mm. 
of brass (namely tubes of various lengths for carrying the 
capsules of radium into cervical and uterine canals, and 
round, flat pillboxes to hold the capsules against the cervix 
and the vaginal fornices) had been devised and were being 
put into use, their purpose being to increase screening 
and to facilitate the placing and holding of the radium. In 
1927 a new set of practically identical applicators, but con- 
sisting of | mm. of brass, was put into regular service.” * 
The rationale of the brass filtration was to eliminate almost 
all the so-called “soft” or ulcerative radiation. Four more 


ployment of large doses of radium, or that they were the 
result of the use of the applicators and the augmentation of 
filtration. It can be stated only that the applicators have 
facilitated the handling and placing of the radium, and 
that they may have played a part in preventing further 
complications from irradiation among the survivors. The 
fact that no late recurrences have yet made their appear- 
ance among those treated by radium alone between 1929 
and 1933, inclusive, although 19 of the 30 five-year sur- 
vivors have already reached their seventh to tenth year, 
suggests an increased effectiveness of technic. 

The main objective of the two-dose plan was to make 
the second dose more effective by eliminating the local 
disease with the first; for example, it is often impossible 
to locate the cervical canal in cases with everting growths, 
and even if the canal can be found, the disease may be 
tamponading the surrounding tissues away from the ra- 
dium. By the time of the second application the condition 
is nearly always markedly improved — the canal can easily 
be found and the surrounding tissues have returned to 
more normal position, owing both to dissolution of the 
cancer and to better drainage, with alleviation of edema 
and possibly local infection as well. (The same effect has 
been accomplished by the use of x-rays before radium, a 
procedure followed almost consistently at this clinic since 
the fall of 1937.) Since 1932 the double-dose method has 
been employed in the majority of cases. 

Furthermore, in the spring of 1931 we began using x-ray 
therapy, and by 1932 this was prescribed almost routinely 
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(exceptions were made for the very earliest cancers), the 
purpose being to reach areas of disease that were inacces- 
sible to the influence of radium. Dr. John W. Meachen, 
roentgenologist to the Free Hospital for Women from 1924 
to 1937, heartily co-operated in taking charge of practically 
all the treatments. Portals of entry varied from 10 by 10 
to 20 by 20 cm.; target distance was 50 cm.; filtration con- 
sisted of 0.5 mm. of copper and 1 mm. of aluminum; kilo- 
voltage varied from 180 to 200, and milliamperage from 
5 to 8. Individual treatments of 400 to 930r were given, 
the great majority being of 400r. Treatments were ad- 
ministered daily for three or four, usually four, days and 
through three or four, usually four, portals, one or two 
anterior and two posterior. In general the patients re- 
ceived a series of four treatments, totaling 1600 r, imme- 
diately on discharge following examination under anes- 
thesia, biopsy and first application of radium. A second 
series was given usually about two months after the first. 
Quite a few patients received a third series, and a number 
even a fourth series. Actually there was considerable 
variation, both as to intervals between series of treatments 
and as to total dosage administered. All patients who re- 
ceived any x-radiation at all are included in the radium 
and x-ray group, but 21 received 1600r or less for vari- 
ous reasons and 33 got 2800r or less, the remaining 121 
receiving total doses of 3200 to 8200r. One hundred and 
nine patients of the whole group of 154 either had as much 
x-radiation as they were to get within six months of first 
radium treatment, or had 3200r of their total quotas with- 
in six months. Twenty-one began to have x-radiation six 
months to a year after first radium treatment; and 24 be- 
gan to have x-radiation over a year after first radium 
treatment. The reason why these patients received their 
x-ray treatment so late is because immediate postoperative 
x-radiation had not been adopted at the time of their first 
admission — they were referred for x-ray from the follow- 
up clinic on the supposition that this, though given late, 
might do them more good than harm. We have come to 
believe that the best procedure is to give all irradiation 
within a period of four to six weeks, 


Discussion 


Results of Treatment in the Groups Summarized 
in Table 5 

Amputation of the cervix and irradiation. The 2 
survivors in this group had had x-ray in addition 
to radium following operation, at which 1 patient 
was found to have endometriosis of the recto- 
vaginal septum and early, though grossly apparent, 
cancer. Because she had prolapse with symptoms, 
and there being no other palpable evidence of 
endometriosis or cancer, amputation and plastic 
were elected. One month later 200 mg. of radium 
was applied locally for twenty-four hours, and 
within six months three series of x-ray treatments 
totaling 8370r were given. A severe generalized 
pelvic reaction ensued, culminating in a recto- 
vaginal fistula eleven months after operation, in 
addition to about a year of invalidism. The pa- 
tient was well and had only mild annoyance from 
the fistula six years and ten months after ampu- 
tation of the cervix. Her cancer obviously had 
been overtreated, but we have wondered whether 
internal, intangible endometriosis might not have 
contributed in some way to the unusually severe 
reaction. 
Hysterectomy and irradiation. ‘The 4 patients 
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who received hysterectomy and then irradiation 
had radium locally within two months of opera- 
tion; 2 of them received x-radiation also. Compli- 
cations developed in one of the latter — cystitis 
coming on thirteen months from the beginning of 
irradiation, giving symptoms for six months and 
persisting for a year, during which several dilata- 
tions of a stricture of the right ureter were per- 
formed, there being some hydronephrosis; and a 
postoperative hernia, repaired early in the sixth 
postoperative year, by which time the urinary tract 
was normal. 

Radium. Of the 4 postoperative deaths in the 
cases treated with radium alone, 1 was due to 
peritonitis nine days after palliative application 
to very advanced disease. One was due to “perito- 
nitis” eighteen days after treatment, the patient hav- 
ing convalesced without mishap for ten days. This 
death probably resulted from an exacerbation of a 
pelvic inflammation, although the only palpable 
abnormality of the internal genitalia at operation 
was an enlarged uterus. One was due to agranu- 
locytic angina eighteen days after radium treat- 
ment. This patient received a transfusion of blood 
before her first treatment because of fairly marked 
anemia. ‘There was a moderate postoperative 
febrile reaction; she was discharged on the 6th 
day, having had no drugs of the amidopyrine type. 
Seven days later her terminal illness made its 
onset in the guise of a “cold.” The fourth death 
was due to alleged pulmonary embolism forty 
days after radium. 


Intestinal obstruction resulting in abdominal 
cramps and vomiting of two days’ duration brought 
another patient to operation one hundred and 
fourteen days after radium application. A 25-cm. 
loop of necrotic ileum, the constricted apex of 
which was freshly adherent in the pouch of Doug- 
las, was excised. Because of shock, no anasto- 
mosis was attempted. The patient failed to rally 
and died three days later. A permit for autopsy 
was not obtained, although cancer was palpably 
present. 


Three patients in this radium-treated group are 
recorded as having had rectovaginal fistulas termi- 
nally. Only 1 of the 30 five-year survivors of this 
group had significant complications: double fis- 
tulas appeared fifteen months afterward, while the 
patient was convalescing from an operation for 
acute strangulation of a loop of ileum in a left 
femoral hernia, resection being necessary. By the 
time further surgery seemed advisable she pre- 
ferred to carry on with her fistulas. She died of 
cardiovascular disease at the age of seventy, six 
years and three months after the first treatment. 
Three other survivors had radium cystitis com- 
ing before the third year and lasting one, six and 
twelve months, respectively, without ensuing ure- 
teral stenosis. 
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Radium and x-radiation. ‘Though there were in 
the group treated by radium, then x-radiation, no 
immediate or early deaths after treatment, 3 later 
deaths are to be laid to complications — and fur- 
ther casualties may still eventuate from the com- 
bined treatment as given during that period. 


The first fatality took place as follows. Four months 
after a sequence of treatments, namely 3000 mg. hr. of ra- 
dium, 1600r, 2250 mg. hr. and 1600r, dilatation of the 
cervix was performed for pyometra associated with severe 
pelvic pain and fever. A month later dilatation of the 
cervix for presumed recurrent pyometra disclosed a recto- 
uterocervicovaginal fistula. The pelvic tissues were very 
indurated. Cancer was not believed to be present, since 
the primary lesion had been described as about 2 mm. 
in diameter. Death, apparently from chronic sepsis, en- 
sued one year from the first admission. In retrospect it 
seems that a colostomy would have been salutary. The 
second patient’s inverting disease had palpably involved 
the left broad ligament when she was first treated by 
4800 mg. hr. of radium. Because of pain, discharge and 
induration of the broad ligaments, another local applica- 
tion of 3000 mg. hr. was given 6 months later, followed 
during the next three months by two series of x-ray treat- 
ments of 1600 r each. The patient was admitted for termi- 
nal care one year after the first radium treatment, and died 
of uremia eight months later, her entire terminal course 
seeming to be compatible with advancing disease, even to 
the appearance of double fistulas a few months before 
death. At autopsy a special effort to find tumor was 
fruitless. The kidneys showed active and healed pyelo- 
nephritis; there was chronic inflammation of the bladder, 
ureters and rectum. The third death from complications 
took place five years and three months after the first treat- 
ment, consisting “of 4800 mg. hr. For one year the pa- 
tient had been well and examinations had disclosed no 
evidence of recurrence. Then dysuria, pain in the left 
lower abdomen and tender induration on the left felt by 
rectum (probably due to irradiation and not to recur- 
rence) led to x-radiation, 3200 r in less than one month. 
By the third post-radium year a vesicovaginal fistula was 
present, the patient being in other respects well, and ex- 
amination revealing no other palpable abnormality beyond 
soft pelvic scarring. Five years and seven weeks after 
the first treatment, examination and biopsy of the cervix 
and vulva were performed under anesthesia because of one 
month's vaginal staining and swelling of the vulva, which 
was whitened, thickened and irritated. Ten days after 
this procedure uremia made its entirely unexpected onset; 
bilateral ureterostomy was of no avail. Autopsy failed to 
reveal any evidence of recurrent cancer. There were bi- 
lateral ureteral stenosis with chronic inflammation, bi- 
lateral chronic pyelitis and chronic pyonephrosis. 


Because of these 3 cases, we are alarmed at the 
possibility that other deaths in this radium and 
x-ray group may have been due to treatment and 
not to advancing disease. On the other hand, the 
follow-ups have been careful, and known compli- 
cations before terminal courses were well under 
way were not unreasonably numerous or severe. 
The following complications were noted: procti- 
tis, 2 cases; proctitis with resulting stricture, 1 case; 
rectovaginal fistula, 4 cases; rectovaginal and vesico- 
vaginal fistulas, 3 cases. Since, however, during 
the last ten years the majority of patients with 
apparently advanced recurrence have been referred 
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elsewhere for terminal care, we may have lost 
opportunities for prolonging life and decreasing 
discomfort by colostomy or nephrostomy for in- 
testinal obstruction or ureteral stricture due to 
tumor or possibly irradiation reaction. In this 
connection it was surprising to discover how in- 
frequently uremia had been included in death cer- 
tificates as a terminal event in carcinoma of the 
cervix — seven times in 394 certificates. This un- 
doubtedly common omission may be easily ex- 
plained by the fact that the picture of uremia can 
be so clouded by cancer cachexia, the use of drugs 
and the presence of fistulas and a laissez-faire atti- 
tude. 

It was emphasized above that complications 
among the five-or-more-year survivors without 
cancer in the groups treated by radium alone were 
infrequent. The survivors in this radium and 
x-ray group, on the other hand, have suffered an 
undue share of complications. The finding of 
some of the otherwise unsuspected damage may 
possibly be laid to more frequent follow-up exam- 
inations, including studies of urinary and intesti- 
nal tracts, but on the whole it seems that the in- 
crease of complications must be laid to supplemen- 
tary x-radiation. Furthermore, owing to the diff- 
culty and occasional impossibility of discriminating 
between recurrent disease and irradiation reaction 
as regards pelvic induration, some of the damage 
may be laid to unnecessary as well as necessary 
(based on biopsied recurrence) retreatment with 
both radium and x-rays. We have been chagrined, 
though pleased, to find 3 patients whom we had 
referred for terminal care between seven and four- 
teen months after first treatment, well at six to 
seven years. In cases of doubt we had tended to 
prescribe further irradiation at the risk of consid- 
erable destruction of tissues. In general, patients 
with irradiation reactions look much healthier 
than their symptoms warrant, whereas those with 
recurrence look worse than they feel. 


Three deaths in this group we have attributed 
to treatment. Of the 65 patients alive at five years, 
25 had a total of sixty-three complications, of 
which five were or are serious enough to threaten 
life, namely, a pelvic abscess resulting in obstruc- 
tion and colostomy, an incarceration of an irra- 
diated loop of sigmoid in the pouch of Douglas, 
with partial obstruction demanding operative re- 
lease, and three functionless kidneys due to ure- 
teral stricture. Fourteen patients had irradiation 
proctitis, which generally makes itself known six 
to twelve months after first treatment, from 
which stricture resulted in 4 (in 1 of whom a 
rectovaginal fistula broke through six years and 
five months after first treatment) and rectovaginal 
fistula in 4. In the remainder the rectal irritation 
was short-lived and not disabling. Thirteen pa- 
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tients had irradiation cystitis severe enough to 
give symptoms one to over five years after the 
start of treatment. A vesicovaginal fistula ensued 
in 2 patients. The cystitis had been severe and 
persistent in the 3 patients whose ureters became 
stenosed, resulting in unilateral functionless kid- 
neys. It was symptomatically only temporary in 
the others. One elderly patient's ilia showed focal 
bony resorption, pain on walking and limitation 
of motion, leading to this finding. Nineteen pa- 
tients had diffuse scarring of the pelvic tissues, 
which softened somewhat over a period of two or 
three years. The scarring does not give specific 
symptoms, but easily misleads one into prescribing 
further irradiation. Marked reaction of the skin 
and subcutaneous tissues of the lower abdomen, 
buttocks and sacrum was present in most, but 
not all, the survivors who had received 3200 r or 
more. It took the form of superficial telangiec- 
tasis with thickening of the dermis and scarring 
of the subcutaneous layer almost to actual indura- 
tion. Occasional severe itching seemed to be the 
only symptom. Contrary to expectation, incisions 
into these devitalized tissues healed satisfactorily. 

This enumeration of complications is likely to 
leave the impression that the survivors following 
radium and supplementary x-radiation are leading 
a more er less crippled, unhappy existence, but 
such is not the case. As we follow them we are 
surprised at their state of general well-being and 
at their adjustment to such residual disabilities as 
fistulas and strictures of the rectum. Feeling so 
well, they are likely only with some difficulty to 
be persuaded to undergo the discomfort of con- 
tinued periodic genito-urinary and lower intestinal 
investigation. 

No rectovaginal fistula resulting from irradia- 
tion has been cured in this clinic. The few pa- 
tients on whom operation was attempted preferred 
fistula to colostomy. Unless rectal strictures from 
irradiation are really disturbing, we have found it 
more satisfactory to leave them alone, since the 
trauma of dilatation gives more discomfort than 
the lesion itself —and dilatation does not eradi- 
cate it. Our few attempts to repair vesicovaginal 
fistulas from irradiation have only ameliorated the 
condition. 


None of the 25 patients who developed complica- 
tions had had less than a total of 4800 mg. hr. of 
radium, and 18 had had 6000 to 10,200 mg. hr. 
Two had received retreatment for biopsied recur- 
rence after having already had their supposedly 
full quota of irradiation; 8 had received retreat- 
ment for presumed recurrence. Only one of the 
group received as little as 1600r of x-radiation; 
the others got totals of 3200 to 7100r, as follows: 
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3200 to 4000r, 9 cases; 4800 r, 10 cases; 5000 to 
6000 r, 2 cases; 6000 to 7100 r, 3 cases. That the re- 
maining 40 survivors in this group have thus far 
failed to suffer troubles worth mentioning, al- 
though they had practically similar treatment, in- 
cluding retreatments, emphasizes again the varied 
and unpredictable responses of tissues to irradiation. 

It seems hardly necessary to make a general sum- 
mary of the complications described throughout 
this review or to present their percentage inci- 
dences. They were obviously frequent, and prob- 
ably more often due to cancer than to treatment, 
except among those who had x-radiation. To avoid 
complications and at the same time treat cervical 
cancer adequately is beyond our present abilities. 
Fortunately, suffering from these disabilities is not 
so great as would be surmised from their descrip- 
tion and enumeration. Accepting a pretty high 
incidence of complications as inevitable, efforts 
should be made by careful follow-up to discover 
them early and prevent serious sequelae; for ex- 
ample, untreated ureteral stricture is the most im- 
portant of the potentially lethal sequelae, intes- 
tinal obstruction being the other really serious pos- 
sibility, once the danger of severe sepsis is past. 
We make it a rule when giving patients their next 
appointments to stress that they report at any time 
should anything new or unusual develop, in the 
hope thereby of diagnosing early intestinal obstruc- 
tion or irradiation cystitis which seems to favor 
ureteral stricture. We have not yet found ureteral 
damage in any cancer-free patient who had not 
had cystitis with symptoms. 

During the years covered by this report, periodic 
examination of the urinary tract had not attained 
the importance it now holds in the follow-up 
regime. Damage that could have been avoided has 
been discovered only among the radium and x-ray 
group of 1929 to 1933. Ureteral strictures are now 
being found at an earlier stage —and not often, 
at that—and have thus far been amenable to 
cystoscopic dilatation. 

That supplementary x-radiation was responsible 
for the improved results shown in Table 5 is indi- 
cated by the following. The series is large enough 
so as not to be weighted favorably by a chance run 
of cases with a good result. The disease of 32 
(49 per cent) of the 65 five-year survivors had been 
described as having extended beyond the confines 
of the cervix. On the other hand, of the “radium 
alone” groups for 1924 to 1928 and 1929 to 1933, 
46 per cent and 33 per cent of the five-year sur- 
vivors’ tumors had been described as inoperable; 
that is, the number of favorable cases was greater, 
yet not more than 28 per cent of the patients sur- 
vived five years, as against 42 per cent in this 
radium and x-ray series. Another point support- 
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ing the value of supplementary x-radiation is that 
57 (51 per cent of them had been graded as in- 
operable), or 47 per cent, of the 121 patients of 
this group who had received a total of at least 
3200r were alive at five years. Furthermore, it 
may turn out to be significant that thus far only 
1 definite late recurrence has developed (at five 
years and nine months in a patient whose tumor 
had been originally classed as advanced to the 
point of fixation [Table 5]), 33 of the 63 patients 
well at five years having already reached their 
seventh to tenth year. 


Pyometra 


Pyometra is more often a complication of the 
disease than of treatment. Thus 29 patients had 
this condition at the time treatment was instituted, 
and 4 of them developed it again following irradi- 
ation. Either by coincidence or because of the 
combined treatment, 8 patients of the radium and 
x-ray group, 1929 to 1933, developed pyometra 
during or after treatment. Since only 5 of these 
37 patients were alive at five years, pyometra 
would seem to accompany a poor prognosis, despite 
the fact that it has not incommoded therapeutic 
measures to any considerable degree. Treatment 
has been given either immediately on drainage or 
within a month, without other mishap. It is per- 
haps significant that the 5 survivors had had 
x-radiation, no patient with pyometra before 1930 
having lived for five years. (Two had had a pre- 
operative pyometra, 1 a postoperative pyometra, 
and 2 had had both preoperative and postoperative 
pyometras.) 


Clinical Classification and Pathological Grading 


The results in sizable series of consecutive cases 
of cancer are the really important ones from the 
point of view of comparison and evaluation of 
treatments. Hence, in the above compilations, con- 
sideration of groups separated out on the basis 
of clinical rating of the extent of the cancers and 
on the basis of pathological grading of the degree 
of malignancy has been practically disregarded. 
After all, clinical classification is at best fraught 
with uncertainty, since so many patients with ap- 
parently early operable tumors fail to survive, 
whereas an occasional case with seemingly ad- 
vanced local growth becomes cured. The not in- 
frequent death from distant metastasis in the ab- 
sence of any evidence of local recurrence indicates 
that tumors discovered early enough to be cured 
by operation or irradiation may spread before yield- 
ing to therapy — and often enough have operators 
encountered pelvic metastases at laparotomy for 
what had been, on thorough preoperative examina- 
tion, considered operable, even grossly early, cer- 


CARCINOMA OF THE UTERINE CERVIX — SMITH AND PEMBERTON 


489 


vical cancers. Likewise disappointing have been 
attempts to separate groups according to the 
microscopic picture of the tumor. How can one 
explain on known criteria late recurrences of 
microscopically highly malignant cancer after sur- 
gery, or cures of inoperable but microscopically 
well-differentiated, hence presumably radioresistant, 
cervical tumor by radium? The varied and unpre- 
dictable responses of patients and their cancers are 
so constantly observed as to make’it obvious that 
other unknown factors are involved and that pal- 
pable and microscopic grading can be of only little 
help in evaluating therapy. 


Operation versus Irradiation 


There would seem to be no longer any argu- 
ment in favor of operation except for microscopic 
or near-microscopic cancers when other pelvic dis- 
ease, demanding cure for symptomatic or other 
reasons (for example prolapse, fibroids, ovarian tu- 
mors, endometriosis) or rendering irradiation un- 
necessarily risky (for example active pelvic inflam- 
mation), is present—and except for the uncom- 
mon operable cancer that is discovered to be 
radioresistant before the chance for possible sur- 
gical cure has passed. When other pelvic disease 
is present with more advanced cervical cancer, ir- 
radiation risks must be accepted and complications 
met as they evolve. After all, the good results of 
surgery have been accomplished in selected cases, 
but without augmenting total salvages in series 
of consecutive cases beyond a certain point, where- 
as the employment of radium and then x-radiation 
has been followed by a progressive improvement 
in the total salvage among consecutive cases. In 
answer to the possible suggestion that the im- 
proved results of more recent years may be due 
to increased percentages of favorable cases, the fol- 
lowing figures may be given for what they are 
worth, namely, the percentage of tumors in the 
various groups described as being confined within 
the limits of the cervix: 1902 to 1913, 13 per cent; 
1914 to 1918, 29 per cent; 1919 to 1923, 26 per cent; 
1924 to 1928, 28 per cent; 1929 to 1933, 32 per 
cent. Thus there has been no significant increase 
in apparently favorable cases, and furthermore by 
no means all these were among the survivors. 


Carcinoma of the Cervical Stump* 


From Tables 1 to 5, inclusive, have been sepa- 
rated out all the cases of stump carcinoma, a total 
of 40 for the years 1909 to 1933, inclusive, that is 
6 per cent of the pathologically confirmable cases 
first seen or treated during those years. They are 

*Three patients of the secondarily seen or treated group had had supra- 
vaginal hysterectomy elsewhere nine years, seven years, and six months, 
respectively, before their primary therapy. In 1 of the 40 unconfirmable 
cases first seen or treated at this hospital after 1902, the patient had had 


a supravaginal hysterectomy here seven years and ten months before the 
diagnosis of cervical cancer. 
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summarized in Table 6. There were no cases of 
stump carcinoma in this series before 1909. That 
5 of the 12 patients who had had their hysterec- 
tomy at this hospital returned with stump carci- 
noma within three years deserves comment. They 
all almost certainly had had early and probably 
discoverable cancer at the time of hysterectomy. 
Three had had neither biopsy nor treatment of the 
cervix before operation (1917, 1924, 1925); 1 had 
had biopsy (the specimen does not show any evi- 
dence of cancer; multiple biopsies probably would 
have disclosed new growth) and cauterization 
preliminary to operation (1927) and eight months 
before the diagnosis of cancer; and 1 had had cer- 
vical cauterization immediately before hysterec- 
tomy (1927) and seventeen months before treat- 
ment of her endocervical adenocarcinoma. This 
last patient was not saved, although her tumor 
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need hardly be stressed that patients with retained 
cervices should be followed for long periods, and 
should be warned to report for examination on 
the slightest of signs, such as staining or discharge. 

Since carcinoma of the cervix occurs predomi- 
nantly in women who have been pregnant at one 
time or another, the question arises as to whether 
it might be safe to allow the cervix to remain in 
nulligravidas. The answer appears to be that such 
a procedure is not safe, for 10 (23 per cent) of 
the 44 cases of stump carcinoma covered above 
were recorded as nulligravidas. 


Retreatment 


Many of the patients of this whole series received 
retreatment with radium, some with x-rays also, 
sometime after their original therapy as described 
above. In the great majority the presence of re- 


Tas.e 6. Carcinoma of the cervical stump: Summary of treatment and results, 1909 to 1933, inclusive. 


HysTERECTOMY HysTERECTOMY 
“= Done at HospitaL Done ELSEWHERE METHOD OF TREATMENT 
No TIME BETWEEN VAGINAL ABDOMINAL RADIUM RADIUM 
PERwp OF AGE OF OPERATION AND OPERATION AND CERVICECTOMY CERVICECTOMY AND X-RAY 
DIAGNOSIS OF CANCER DIAGNOSIS OF CANCER 
No. Less More No. Less More No. Alive No. Alive No. Alive No. Alive 
of than than of than than of at5 of at5S of at5 of at5 
cases 3 yr. 5 yr. cases 3 yr. 3 yr. Cases yr. Cases yr. Cases yr. Cases yr. 
1909 to 1914 1 2.1 0 0 0 1 1 0 1 0 0 
1914 to 1919 8 10.1 3 1 2 5 3 2 0 5t 2 3 0 
1919 to 1924 4 3.3 1 0 1 3 1 2 0 1 0 3 0 
1924 to 1929 15* 6.6 6 3 3 9 4 5 0 1 1 13 6 
1929 to 1934 12 4.7 2 1 1 10 1 9 1 1 0 2 5 4 
Totals 40 12 5 7 28 10 =«18 1 1 7 3 25 8 5 4 


*One case was not treated. 
tOne operative death. 


Of the 28 cases before 1929, 6, or 21 per cent, are alive at 11 to 20 years; of all cases, 16, or 40 per cent, were alive at 5 years. 


had been apparently localized to the stump; the 
others are well more than eleven years after can- 
cer treatment. In addition to the above two 
cauterizations performed before the diagnosis of 
cancer, there was but one other, among all the 
cases in this report, and that had been done else- 
where seventeen months before the finding of ad- 
vanced growth.t The occurrence of stump car- 
cinoma in such an appreciable number, and the 
fact that neither cauterization nor repair has 
been proved to be really prophylactic, make it im- 
possible to avoid the conclusion that, when feasi- 
ble, complete instead of supravaginal hysterectomy 
should be performed, and when neither this nor 
some form of cervical amputation can be under- 
taken, every effort should be made to rule out 
cervical new growth, both by thorough curettage 
of the canal for biopsy and by multiple biopsies 
from the glandular-squamous junction. If a cer- 
vix appears diseased enough to warrant cauteriza- 
tion or conization before supravaginal hysterec- 
tomy, the biopsies are all the more important. It 


tThirteen of all the cases in this report had had the operation of trachelor- 
rhaphy, 12 (6 at this hospital) five to twenty years before cancer was diag- 


nosed and 1 (not here) less than two years before the diagnosis. 


currence was assumed on the basis of the clinical 
findings. That most of these retreatments were 
futile was proved by the fatal outcomes. It is im- 
possible to show that they had even any palliative 
influence, or that the few patients who turned out 
to be survivors had not simply had induration 
from previous irradiation. Retreatment for biop- 
sied recurrence most often fails to be salutary, since 
usually by the time tumor that can be biopsied ap- 
pears, hopeless spread has occurred. Actually 
only 7 patients, retreated for biopsied local recur- 
rence, have become five-or-more-year survivors, 2 
in the secondarily seen or treated group and 5 in 
the regular series. These recurrences were de- 
tected four months to four years after first treat- 
ment. As seen from the tables, retreatment for 
recurrence after the fifth year of survival has not 
prevented death. 


Late Recurrences 


We understand this term to mean recurrences 
after five years in those clinically well at five years 
after first therapy. Eliminating those patients with 
obvious recurrence at five years, there are left, to 
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1929, 106 who were well after that interval. Of 
these, 6 became untraceable, 9 died of intercurrent 
disease, 17 died of recurrent cancer of the cervix 
(recurrence assumed in 14, proved in 3) and 3 
were alive at ten years but with the disease. Thus 
67 per cent of those apparently well at five years 
were well at ten years. Eight of the late recur- 
rences were in patients treated surgically (all had 
had squamous-cell carcinoma), 8 in those treated 
by radium (1 had had adenocarcinoma) and 4 in 
those treated by both means (all had had squamous 
carcinoma). 


Multiple Malignancy 


In the series are only 6, possibly 7, cases which 
were proved to have had another type of malig- 
nancy in addition to that of the cervix: cancer 
of the endometrium at the same time; cancer of 
the breast at the same time; melanoma of the 
choroid, diagnosed four years and four months 
after treatment of squamous cancer of the cervix; 
cancer of the vulva, diagnosed seven years after 
treatment of cancer of the cervix; carcinoma of the 
sigmoid, diagnosed eight years and eight months 
after cancer of the cervix treated; carcinoma of the 
rectum, diagnosed seven years and three months 
after treatment of the cervical lesion; carcinoma of 
the lower left vagina and left labium minus, diag- 
nosed five years and ten months after treatment 
of cervical cancer. Since late recurrences of cancer 
of the cervix are unlikely to involve the lower 
vagina or labia without evidence of recurrence 
higher up, we are inclined to believe that the tu- 
mor in the last case was a new lesion, although 
microscopically it is indistinguishable from the 
original sections of the cervix. We conclude, 
from the various other malignancies recorded in 
the death certificates, for example cancer of the 
breast, and from those reported to us, for example 
“cancer of the bladder,” that the occurrence of mul- 
tiple malignancy in this series was somewhat 
greater than indicated by the above proved cases. 


SUMMARY 


Of the 997 consecutive cases with a clinical diag- 
nosis of carcinoma of the uterine cervix, seen or 
treated at the Free Hospital for Women clinic 
from May 1, 1876, to January 1, 1934, 69 had had 
their primary treatment elsewhere and 148 (108 
before and 40 after October 1, 1902) cannot now 
be proved to have had the disease. The body of 
this report is concerned with the remaining 780 
consecutive, previously untreated, pathologically 
confirmable cases encountered from October 1, 
1902, to January 1, 1934. 

No significant difference in behavior or re- 
sponse to therapy can be discerned between the 
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adenocarcinomas and the squamous-cell carci- 
nomas. 

The percentages of treated cases alive at five 
years are as follows: October 1, 1902, to 1913, 
12; 1914 to 1918, 21; 1919 to 1923, 24; 1924 to 1928, 
29; 1929 to 1933, 38. The percentages of treated 
cases alive at ten years for the same groups to 
1929 are: 8, 11, 12 and 21. The percentages of 
treated cases considered cured, that is alive at 
twelve years, for the same groups to 1929 are: 8, 
11, 10 and 12 (thus far, since the total number of 
twelve-year survivors for the 1924-1928 group will 
not be known until January 1, 1941). 

Operative mortalities, deaths from intercurrent 
disease and the occurrence of other malignant 
tumors, proved and unproved, are included in the 
charts and discussion. 

Complications of the disease and complications 
from its treatment are described and enumerated 
in the running discussion. Before the employ- 
ment of x-radiation it appears that complications 
were most often due to advancing disease. Em- 
phasis is placed on the relative infrequency of 
serious complications from radium alone in those 
patients destined to survive. 

The best percentage of five-year survivors among 
unselected cases was achieved by the administra- 
tion of supplementary 200-kv. x-radiation — 42 per 
cent (Table 5) —at the price of an increased num- 
ber of complications to which death has been at- 
tributed thus far in 3 cases. The adjuvant effect 
of x-radiation is even more apparent in the 121 
cases of this same group which received at least 
3200 r — 47 per cent were alive at five years. 


This study brings out again what has already 
been emphasized by other writers, namely the 
necessity, as part of the follow-up regime, of 
periodic investigation of the whole urinary tract 
in all cases, including those with recurrent cancer 
and especially in those having irradiation cystitis 
without evidence of cancer. 

Clinical classification and pathological grading 
are omitted as practically useless in the evaluation 
of therapy. 

Since improved results have been associated, 
first, with the use of radium in a greater number 
of cases, and then with the employment of sup- 
plementary x-radiation, it is reiterated that the 
indications for surgery in the treatment of cervical 
carcinoma are becoming very much restricted. 

The appreciable incidence of carcinomas of the 
cervical stump in this series (40, or 5 per cent), 
and the fact that 23 per cent of them were in pa- 
tients recorded as nulligravidas, re-emphasize the 
desirability of removing the cervix, even from 
those never pregnant, when hysterectomy is under- 
taken, or, if this is not feasible, of taking multiple 
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biopsies to rule out early cancer, treating the cervix 
if treatment is indicated for other reasons, and 
following the patients for long periods after oper- 
ation, exhorting them to report for examination at 
the slightest warning sign. 

Retreatment given to many patients for recur- 
rence is salutary in but a few. 

In this series, late recurrences are divided equally 
between patients treated surgically and those treat- 
ed by radium, and 67 per cent of those apparently 
free of disease at five years are found to be well at 
ten years after primary therapy. 

Thus far there have been 6 unquestionable 
cases of multiple malignancy in this series. 
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Discussion 


Dr. Georce C. Witkins, Manchester, New Hampshire: 
This paper presents the constantly improving results of 
thirty years of treatment of carcinoma of the cervix. The 
improvement is due to a study of the previous results, to 
a better understanding of the disease and especially to a 
gradually increasing use of radiation. 

I note that there was a considerable difference in the 
radiation dosage during the time the method was being 
established. This is possibly because there were a number 
of different men who were giving the treatment. 

Evidence is presented that radium therapy is not with- 
out troublesome sequelae, and of course we must be very 
alert to recognize this fact and to treat them. It is some- 
times difficult to know whether the symptoms that de- 
velop one, two, three, four or five years afterward are 
due to the radiation or to a recurrence of the disease. 


The lateness of the sequelae is a peculiar characteristic 
of radium treatment of cancer of the cervix. It is probable 
that some of the sequelae may be avoided by proper spac- 
ing of the intervals between treatments. 

We have all been waiting for comparable statistics on 
cases treated by radium and those treated by radium plus 
x-ray, and the authors of this paper have demonstrated 
the increase in salvage with the use of deep-therapy x-ray 
added to radium. It must be borne in mind, however, 
that radium is the predominant therapeutic agency in 
treating cancer of the cervix; as is shown in this paper 
and others, there has been a salvage with radium alone in 
different clinics anywhere from 25 to over 30 per cent, but 
so far as I know, no one with this disease has been cured 
by x-ray alone. 

I believe in the use of the x-ray first, as was advocated 
by Dr. Healy in Memorial Hospital. The reasons are that 
x-ray therapy covering a period of four or five weeks will 
clear up a great deal of the growth, particularly if the 
latter is productive, and will also clear up infection that 
frequently accompanies the growth. Then, when one is 
ready to treat the cervix with radium, it has resumed its 
normal shape or very near it and is clean. Since we have 
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been using x-ray prior to radium, we have found the ap- 
plication of radium an easier procedure. 

At the Elliot Hospital from 1920 to the present time, we 
have had 300 cases of carcinoma of the cervix, not includ- 
ing cervical-stump cases. From 1920 to 1934 we had 185 
cases, all of which were treated by radium alone. The 
study is almost completed and only 10 of the cases have 
not yet been traced. If half of these 10 patients are 
found to be living five years after treatment, we shall 
have a 35 per cent five-year salvage. They have all been 
treated in the same way and by only two men, Dr. 
Dwinell and myself. We started treating these cases in 
one way and have continued without change. We give 
the patient 3500 to 4000 mg. hr. of radium for the first 
treatment, on the theory that this is all the patient can 
stand without a great deal of irritation. Then in three 
weeks when the irritation has subsided, we give another 
dose of 1800 to 2000 mg. hr. Curiously enough this co- 
incides with the theory later advanced by Coutard of a 
twenty-one-day periodicity of cell susceptibility to radia- 
tion. 


Dr. Georce M. WaTeRMAN, Providence, Rhode Island: 
Dr. Pemberton and Dr. Smith are to be commended on 
the excellence of and the improvement in their results. 
Their paper shows conclusively that x-ray must be re- 
garded as an essential factor in treatment. I say this not 
only because of their excellent results, but also because of 
the results that are being reported from various other 
clinics in the country. Dr. Meigs has recently published 
some work that showed excellent results from the use of 
deep x-ray. In his series of 106 cases between 1929 and 
1933, before the use of x-ray, the percentage of cures 
was 28. That is a most excellent showing. 

At the Rhode Island Hospital since 1926 we have used 
a method a little different perhaps than that employed in 
most clinics. We have adopted the interstitial method of 
radiation, and have made use of interstitial radiation 
needles. These are long needles of low radium content, 
and they are used over long periods of time. We have 
had 308 patients treated by this method. Of these 97 (31 
per cent) survived a five-year period. 

Two years ago we reported our experience with this 
method. There were 173 cases with 55 survivals (32 per 
cent). In a recent series of 135 cases we have had 42 sur- 
vivals (32 per cent). This shows that we have gone 
about as far as we can in the use of radium alone in the 
treatment of cancer of the cervix. 

We believe that the method we have used is a safe one. 
Our morbidity and mortality figures have been even a lit- 
tle better than those of Dr. Pemberton and Dr. Smith’s 
series of cases treated by radium alone, and we have had 
no more fistulas or late sequelae than are reported by other 
clinics. Our incidence of fistula runs a little under 8 per 
cent, which compares favorably with a series published 
by Ward and Sackett. With improvement in our use of 
x-ray therapy we hope for generally better results in years 
to come. 


Dr. James R. Mutter, Hartford, Connecticut: I hope 
that Dr. Pemberton will be able to bring out in his dis- 
cussion to just what extent improvement has taken place 
over all these years. When I first started in practice, one 
out of ten cases would have been considered operable. 
Now well over half are considered operable. The one 
important thing in the treatment of cancer, so far as end 
results are concerned, is the time at which adequate treat- 
ment is begun, and that factor vitiates all statistics unless 
it is taken into consideration. 
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Dr. Jor V. Meics, Boston: Dr. Pemberton and Dr. Smith 
are to be congratulated on their figures, but I believe that 
a division of the cases into groups, even if only into opera- 
ble and inoperable, would be a fairer way to make this 
report. Certainly the cases seen at the Free Hospital for 
Women are seen earlier than those at the Pondville Hos- 
pital. Therefore, the total number of survivors must be 
greater and the percentage better. Fifty early cases are 
certainly going to do better than 50 late cases, so that 
division into groups is really essential for comparison. If 
such a division were made, I am sure that the results in 
this series would be about the same as in others. 

I have been interested at the Pondville Hospital in the 
study of the urological complications of cancer of the cer- 
vix. All patients are examined with the cystoscope by the 
urologist and studied by intravenous pyelography. The 
cases under treatment are followed very carefully through 
their treatment, because occasionally there is a flare-up of 
temperature due to changes in the kidney or ureter. Drain- 
age of the ureter and nephrostomy have been necessary 
on numerous occasions. 

Another question I think important is what to do with 
cases that do not respond to x-ray and radium. If biop- 
sies are taken throughout treatment, certain patients can 
be found who do not respond to radiation as demonstrated 
by microscopic examination. I believe that we should 
operate on these cases. They do not tolerate surgery well, 
and perhaps we ought to obtain more biopsies during 
roentgen therapy and decide whether or not the patient 
is going to respond before we give radium. This meth- 
od, I believe, would lessen the possibility of fistulas. 

Salvage and improvement will come from early diag- 
nosis, recognition of kidney lesions and ability to choose 
those patients who are likely to respond to radiation. 


Dr. Hersert A. Durree, Burlington, Vermont: My dis- 
cussion has to do with the prophylaxis of carcinoma of 
the cervix. Whether or not we consider this disease the 
result of resting tissue or of irritation from erosion, destruc- 
tion of the carcinogenic zone about the external os has 
in my experience been 100 per cent efficient in preventing 
this condition. I believe that one of such procedures as 
simple cauterization of the zone around the external os, 
coagulation of that same zone, excision with a conizing 
knife or a Sturmdorf’s operation will prevent almost all 
true carcinomas of the cervix. 
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I wish to ask whether anyone here knows of a single 
case in which carcinoma has developed in a cervix that 


has been treated by one of the four methods that I have 
enumerated. 


Dr. SmitH: I now have records of 4 cases of carcinoma 
of the cervix after cauterization. The diagnosis in each 
case was made more than five years afterward. I do not 
believe that cauterization should be considered a truly 
prophylactic measure, although in general it seems to have 
some value as such. 

Dr. Miller asked whether an increased percentage of 
early cases might not have accounted for the improved re- 
sults in the more recent groups. The percentages of early 
cases in our five groups are as follows: 1902 to 1913, 13; 
1914 to 1918, 28; 1919 to 1923, 26; 1924 to 1928, 28; and 
1929 to 1933, 32. This is an increase, but is not commen- 
surate with that of the five-year survival rate. Further- 


more, these so-called early cases were not all among the 
survivors. 


Dr. PemBerton (closing): X-ray dosage is still in the 
experimental stage. We are now trying voltages from 
400,000 to 1,000,000 to see whether there will be better 
results, and especially whether there is less damage to 
normal tissue with shorter periods of application, We 
believe that the method of combining radium and x-ray, 
especially as to whether radium needles and seeds should 
be used with the central application, is of little importance 
so long as one attempts to apply a uniform amount of 
radiation to all parts of the pelvis, in order that a lethal 
dose may reach the tumor wherever it is. 

Our results are better and should be better than those 
in most other series, because we have included all the 
private cases, and they are, as a rule, less advanced than 
the average. This series represents a cross-section of the 
general population better than does a series from poor peo- 
ple alone. 

Urological follow-up is important because the urological 
complications are often severe. 

As regards cancer developing after cauterization of the 
cervix, it may take five or ten years for it to appear, so 
that a long period of observation is necessary before an 
opinion can be given. 

The essential point is diagnosis of early cases by biopsy. 
Last year we biopsied 944 cervices, and found 8 cases of 
previously unsuspected cancer. 
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ESOPHAGOBRONCHIAL FISTULA: A RESULT OF A FOREIGN BODY* 
Report of a Case 
Joun A. Murtacn, M.D.,t anp M. Dawson Tyson, M.D.§ 


HANOVER, NEW HAMPSHIRE 


HIS case of esophagobronchial fistula, a con- 

sequence of a foreign body, is presented be- 
cause of the resultant unusual circumstances which 
developed, and because of the relative infrequency 
of the condition. An investigation of the avail- 
able literature does not reveal an entirely simi- 
lar case. Many cases of fistulous communication 
between the esophagus and the air passages have 
been reported, but most of them have been the re- 
sult of cancer or of congenital factors, tuberculosis 
or syphilis. The present case deserves a report 
because it definitely illustrates the possibilities of 
overlooking a foreign body of this type, especially 
when x-ray studies and an esophagoscopy are neg- 
ative. 


Case Report 


J. R., a 50-year-old white man, first presented himself at 
the Mary Hitchcock Memorial Hospital on October 16, 
1938, with a chief complaint of persistent pain in the region 
of the lower sternum, and inability to take either food or 
fluids without coughing. ‘Twenty-five days previously, 
while eating beef broth, something lodged in his thrcat. 
He attempted elimination of it by using his fingers, with- 
out success. He ate solid food, and succeeded in dislodg- 
ing the foreign body from its original point of retention 
and moving it farther into the esophagus. At this time 
pain developed about the lower sternum. This pain per- 
sisted, and on any attempt to swallow was accentuated. 
Five days later the patient was referred to a hospital, 
where routine x-rays for a foreign body, with barium in 
the esophagus, were taken. These were reported negative 
and he was sent home. During this time the patient had 
taken only liquids. His normal weight was 158 pounds. 
He remained at home away from work for about 3 weeks, 
during which the pain was at times severe and controlled 
only by sedatives. At some time during this period he de- 
veloped a cough on the taking of fluids. On admission 
the paticnt complained of severe sternal pain and total 
inability for 3 days to take either solids or liquids by 
mouth, His weight had decreased to 111 pounds. 

Physical examination on admission showed an obviously 
cachectic, markedly dehydrated man. It failed to reveal 
anything but the objective evidence of dehydration and 
weight loss. The vital signs were all normal. Blood 
Kahn and Wassermann tests were negative. The red-cell 
count was 4,240,000, the white-cell count 12,900, the hemo- 
globin 15 gm., and the differential: polymorphonuclears, 
81 per cent, lymphocytes 13 per cent and mononuclears 6 
per cent. The urine gave a + test for albumin. The 
blood nonprotein nitrogen was 21 mg. per 100 cc., and 
the blood sugar 80 mg. 


*From the Hitchcock Clinic, Hanover, New Hampshire. 


TInstructor in otolaryngology, Dartmouth Medical School; otolaryngologist, 
Mary Hitchcock Memorial Hospital, Hanover. 


$Member of surgical staff, Hitchcock Clinic, Hanover. 


Examination by x-ray on admission (Fig. 1) was as fol- 
lows: 

The chest is negative. There is no demonstrable 
foreign body in the esophagus. On the administra- 
tion of barium there is no delay or obstruction to its 
passage through the esophagus. Just below the level 
of the hilus of the lung, however, a thin tongue of 
barium is seen to project laterally and forward from 


Ficure 1. 


Anteroposterior Film of the Chest. 
This was taken on the day of admission, and was 


reported to be negative. A lateral view was also nega- 
tive. 


the esophagus into the lung, and coincident with this 
the patient experienced a severe paroxysm of coughing. 
Films taken after barium fail to reveal any of the me- 
dium in the lungs, but do show a small area of in- 
creased density just below the left hilus. The findings 
are those of esophagobronchial fistula. 


Esophagoscopy was done. A thorough investigation of 
the entire esophagus failed to reveal any foreign body, but 
demonstrated an area of ulceration and inflammation at 
the level where the left main bronchus crossed the esoph- 
agus. Bronchoscopy revealed an area of marked inflam- 
mation and ulceration on the floor of the left main bron- 
chus, approximately 1.5 cm. from the bifurcation. No 
foreign body was seen. 

The patient was gastrostomized under local anesthesia 
on October 19, 1938. The day following this procedure 
the temperature rose to 104. 5°F., the pulse to 130 and the 
respirations to 32. The clinical finding, supported by 
x-ray, was of bronchopneumonia of the right and left 
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lungs. There was no evidence by x-ray of mediastinal 
involvement. 

Convalescence from this acute phase was without event. 
The weight on November 10 was 105 pounds. Frequent 
small feedings with a gastrostomy tube were resorted to, 
in an endeavor to eliminate the coughing up of gastric 
contents evidenced, in a small measure, since gastrostomy. 
Supportive measures, including transfusion, were also em- 
ployed. 

Following complete recovery from the pulmonary in- 
fection, Lipiodol was instilled intratracheally, and filling 


Ficure 2. Anteroposterior Film of the Chest. 

Lipiodol was injected intratracheally, with passage 
of the opaque medium through the fistula into the 
esophagus. Some of the Lipiodol is in the stomach. 
There was no evidence of a foreign body. 


of the esophagus at a point approximately 2 cm. below the 
bifurcation of the trachea occurred, further confirming 
the diagnosis of esophagobronchial fistula (Fig. 2). No 
foreign body was in evidence. 

The patient complained of pain persistently in the re- 
gion of the lower sternum. Because of this persistent pain 
and the inability to explain the small area of increased 
density reported below the left hilus by x-ray, but with- 
out expecting to locate a foreign body, esophagoscopy was 
again done. On re-examination of the esophageal fistula, 
a very small triangular piece of material was seen pro- 
truding from the esophageal wall. This was grasped 
with a foreign-body forceps and drawn into the esophagus 
without any tension, and removed; it proved to be a bone. 
The patient’s sternal pain immediately disappeared and he 
was decidedly more comfortable. 

Feeding was continued via the gastrostomy for 1 month, 
when esophagoscopy was again done; the area of ulcera- 
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tion had disappeared and only slight inflammation was 
visible. It was learned that the patient had surreptitiously 
been drinking small amounts of fluid without distress. He 
was started on small feedings of soft foods and milk, 
without incident. In attempting to take large amounts 
of water, slight irritation occurred, but no coughing. Milk 
and soft foods caused no distress. The patient was dis- 
charged home. He returned in March, 1939, at which 
time bronchoscopy showed a small fistula in the left main 
bronchus, with no secondary inflammatory reaction. The 
orifice of the fistula seemed well epithelized, and there 
was no evidence of the esophageal fistula. Lipiodol in- 
troduced intratracheally failed to pass from the left main 
bronchus to the esophagus. 


The patient now carries on his normal activities without 
any difficulty. 


The difficulties presented to the roentgenologist 
in the determination of the existence of foreign 
bodies in occasional cases, both in the esophagus 
and in the lungs, are manifold. In spite of them 
only a few cases, fortunately, are overlooked. At 
the time of the initial examination in the case here 
reported, it is doubtful whether the foreign body 
had penetrated the esophagus, but this may have 
occurred without the establishment of the esophago- 
bronchial fistula. At that time no pulmonary symp- 
toms existed. The danger of disregarding the pa- 
tient’s story in spite of negative roentgen find- 
ings, no matter how thoroughly or capably done, 
is evident. The precariousness of giving an un- 
qualified negative opinion with an existing his- 
tory of foreign body is well known to every com- 
petent roentgenologist. In this case the foreign 
body was not demonstrable in a thorough investi- 
gation by x-ray on two occasions, although in the 
second instance a fistula had been established and 
the patient’s general condition was obviously poor. 
That the bone may have been overlooked when 
the patient was first examined by esophagoscopy 
is again a possibility, although the location of 
the bone at the subsequent procedure does not in- 
dicate this. That the patient did not develop 
mediastinal involvement or succumb to the pul- 
monary infection, or develop a residual pulmonary 
complication, is fortunate. The location of the 
foreign body, invisible in the left main bronchus 
and with only a small bit protruding into the 
esophagus, is unusual. The rapidity with which 
the esophageal end of the fistula closed is of in- 
terest. 


SUMMARY 


An unusual case of esophagobronchial fistula, re- 
sulting from the lodging of a bone in the esophagus 
and subsequent penetration of the left main bron- 
chus, is reported and briefly discussed. 
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REPORT ON MEDICAL PROGRESS 


DERMATOLOGY 
Perry C. Barrp, Jr., M.D. 


BOSTON 


RosacEa AND Irs AssociaTrED Ocucar 


- THE entire field of dermatology, there is no 
disease that provides a more gratifying oppor- 
tunity for service to the patient than does rosacea. 
The disfiguring effects of the disease, combined 
with the frequently quite serious eye complications, 
comprise a formidable enemy to health and happi- 
ness. Though easily diagnosed in classic phases, 
rosacea is commonly missed in its mild and atypical 
varieties. Patients with this disease, even when 
they have suffered from it for years, usually re- 
spond with remarkable speed to modern treatment. 
The therapeutic miracle of a simple sulfur oint- 
ment applied locally to the face is nowadays a fre- 
quent source of astonishment to patients with 
rosacea who have been through years of ineffectual 
study and treatment by means of general medical 
studies, skin tests, constipation regimens, elimina- 
tion diets and other procedures. 

The term “acne” in association with the disease 
rosacea is deservedly losing its place. The two dis- 
eases acne vulgaris and rosacea bear certain in- 
disputable similarities, but they present important 
differences and should be differentiated sharply in 
name as well as in treatment and interpretation. 
Both diseases are commonly associated with severe 
degrees of seborrheic dermatitis of the scalp, and 
both present a pustular element strongly suggest- 
ing infection of the skin externally. In acne there 
is probably an important glandular factor, but in 
rosacea there is less clear-cut evidence of such a 
factor. Acne is seen most commonly between 
the ages of adolescence and twenty-six, whereas 
rosacea invades the age group from twenty-five 
to thirty-five and beyond, the average age inci- 
dence being thirty-five. In regard to treatment, a 
relatively simple approach is often remarkably ef- 
fective in the rosacea group, whereas in true acne 
a more prolonged, more persistent and more com- 
plicated program of care is necessary. 


The term “acne” as applied to rosacea was 
originally employed because of a superficial re- 
semblance between the pustules of rosacea and 
those of acne vulgaris. The essential distinction 
between the two diseases, from a morphological 
point of view, lies in the fact that in acne the 


comedo is the starting point of the disease and 
is found in the center of almost every pustule. In 
rosacea the individual pustule is not so clearly 
related to the sebaceous glands. 

After having studied clinically a large number 
of cases of rosacea, it is my strong conviction that 
the nature of the disease has been best described 
and interpreted by Norman Walker, of Edinburgh. 
Walker’s' viewpoint as presented in his textbook 
is summarized as follows: “Rosacea is really a 
form of seborrheic dermatitis due to the constant 
irritation of the skin produced by the deposition 
on it of the scales and organisms associated with 
seborrhea.” Walker deals somewhat casually with 
the role of alcohol, pointing out the occurrence 
of rosacea in teetotalers. Likewise he treats lightly 
the neurogenous factor, the dietary factor and the 
digestive factor, including achlorhydria. He seems 
to think that the majority of his patients “do not 
suffer from digestive trouble.” Walker emphasizes 
repeatedly the necessity of recognizing and treat- 
ing the factor of seborrheic dermatitis, stating that 
treatment on this basis results in a greatly increased 
recovery rate. He speaks emphatically of the need 
of treating, over a considerable period of time, 
the factor of seborrheic dermatitis of the scalp near- 
ly always seen in rosacea. 

It has been my experience in numerous cases 
that rosacea may be treated with spectacular suc- 
cess by local applications to the face and scalp, 
with scarcely any attention to diet or internal 
medication and with no attention to the neurog- 
enous factor (except in reference to factitial con- 
siderations). In fact, it seems that one rarely sees 
a case of rosacea which does not respond satisfac- 
torily to this simple approach, the therapeutic ef- 
fectiveness of which must be over 90 per cent. 
In spite of the gratifying success of this method 
of treatment, the physician should analyze every 
case in search for any nervous or gastrointestinal 
or other recognized etiologic factors that may be 
present. 

Rosacea is a disease characterized by an inflam- 
matory disturbance of the skin, distributed chiefly 
over the scalp, forehead, nose, cheeks and chin. The 
findings in the scalp are usually those of extreme 
scaling, with or without erythema. The appear- 
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ance of the face is characterized by erythema, 
papules and pustules. Comedos may be present 
but do not typify the disease. Increased oiliness 
may be present but is not constantly so. 

Rosacea is frequently associated with blepharitis, 
conjunctivitis, keratitis and corneal ulcers. The 
blepharitis is usually a dry, scaly, chronic disturb- 
ance, occasionally associated with erythema and 
edema. The other three ocular manifestations are 
more commonly acute and recurrent. The corneal 
ulcers may lead to vascularization of the cornea 
and scarring, and to serious impairment of vision. 

One of the outstanding features of the treatment 
of rosacea, as I see it, is its potent effect in pre- 
venting recurrence of conjunctivitis, keratitis and 
corneal ulcers. The ophthalmologist is best qual- 
ified to treat the acute attacks referable to the 
eye itself. The dermatological program of care 
has a natural place in aiding the ophthalmologist 
in the management of the acute attack, but it has a 
more decided effect in preventing recurrences of 
these ocular attacks. The probable explanation of 
the favorable effect on the eye of the treatment 
of rosacea lies, in my opinion, in the fact that the 
disease and its ocular sequelae are linked together 
on the basis of a common factor of infection, the 
numbers of which on the skin are reduced by der- 
matological care. In other words, rosacea, as well 
as the associated blepharitis, conjunctivitis, kera- 
titis and corneal ulcers, is probably due to cuta- 
neous infection by Pityrosporum ovale (bottle ba- 
cillus of Unna, spore of Malassez), by Demodex 
folliculorum or by some other organism of the na- 
ture of a fungus, yeast or perhaps a bacterium. 

It is not the purpose of this paper to enter the 
controversy of what is the precise nature of the 
factor of infection in rosacea, but merely to ex- 
press the opinion that the disease behaves clinically 
like a skin infection, and that successful treatment 
may be outlined accordingly. 

Moore, Kile and the Engmans” have made re- 
cent studies of the relation between P. ovale and 
seborrheic dermatitis. They succeeded in growing 
this organism in pure culture from typical cases 
of the disease. In the scales the fungus was dem- 
onstrated in mycological preparations. Injections 
of a pure culture of this organism into the skins 
of patients already suffering from the disease pro- 
duced lesions indistinguishable from seborrheic 
dermatitis. Inoculations of a pure culture of this 
fungus into normal-appearing scalps resulted in 
the development within a week of itching and 
marked scaliness at the site of the inoculation. In- 
jections made in the same way into the skins of 
rabbits and guinea pigs produced a dermatitis 
characterized by scaling and crusting. Pathologi- 
cal studies of areas of experimentally produced 
dermatitis revealed the presence of P. ovale. 
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If rosacea is merely a manifestation of seborrheic 
dermatitis, and if P. ovale is its cause, one may 
justifiably speculate in regard to a possible etiologic 
relation between this organism and rosacea. 

Ayres and Anderson® * have studied an associa- 
tion between the presence in the skin of D. follic- 
ulorum and the occurrence of rosacea. Though 
admitting the frequent presence of D. folliculorum 
in normal skins, and hence realizing the impos- 
sibility of fulfilling Koch’s postulates, they be- 
lieved, nevertheless, that this organism represented 
“an important etiologic factor in certain cases of 
rosacea.” They found moderate to large numbers 
of D. folliculorum in superficial pustules and fol- 
licular scales in 50 out of 63 cases examined. All 
but 3 of their patients in a series of 69 improved 
or recovered completely following the use of 
strong antiparasitic ointments and the daily use of 
soap and water. Ayres and Anderson obtained 
these excellent results in their first series by the 
use of an ointment containing Betanaphthol, sul- 
fur and balsam of Peru. In a larger series, later, 
they obtained equally good results with Danish 
ointment. 

The above lines of observation and reasoning 
indicate that rosacea is due to infection of the 
skin. It may, however, be due to lowered resist- 
ance to a type of skin infection to which we are 
all exposed. This lowering of resistance is proba- 
bly governed by many and varied influences, such 
as focal infection, lowered gastric acidity, excess 
of carbohydrates in the diet, nervous and emotional 
states and other mechanisms which have been 
studied intimately by Stokes® * and his associates. 
Brilliant and extensive studies of this disease have 
been made by them, and they have given us much 
to think about in reference to interpretation and 
management. The limited scope of this paper 
does not permit a complete review of Stokes’s 
outstanding contributions. However, a scholarly 
knowledge of the subject and the ability to treat 
the disease with the utmost effectiveness would re- 
quire more than passing familiarity with his work. 

Stokes and Beerman® have taken a viewpoint 
of strong skepticism in reference to the work of 
Ayres and Anderson concerning rosacea and D. 
folliculorum. ‘They repeated this work and could 
not substantiate the laboratory data, but found 
sulfur to be of value in treatment. They obtained 
much improved results, however, by combining 
sulfur with constitutional treatment. 

Regardless of the theoretical considerations and 
the arguments of these two schools of thought, a 
spectacularly successful program of care can be or- 
ganized purely on the basis of rosacea conceived 
as a type of infection primarily in the scalp but 
capable of invading eyebrows, eyelids, conjunctiva 
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and cornea, as well as the central portion of the 
face and cheeks. 

Among the best pharmaceutical preparations 
for local application to the face and scalp are sul- 
fur, ammoniated mercury and yellow oxide of 
mercury. When used on the scalp these chemi- 
cals seem to work better if combined with sali- 
cyclic acid and Liquor Carbonis Detergens. When 
used on the face, sulfur and ammoniated mercury 
both seem to behave better if combined with zinc 
oxide. Yellow oxide of mercury, corrosive subli- 
mate and boric acid are particularly well suited 
for the eyelids, and one of these three should be 
so employed as a matter of routine in all cases of 
rosacea associated with ocular complications. All 
formulas of value in treating the scalp are gener- 
ally of equal effectiveness in treating the eyebrows, 
but are often too strong, if not dangerous, for 
eyelids, because of proximity to the eyes. All 
formulas useful in treating blepharitis seem to 
be of value in treating the eyebrows. 

A program of treatment suited to the average 
case of rosacea and its ocular complications may 
be outlined according to the scheme indicated be- 
low. A high percentage of cases tolerate this 
program, and about 80 per cent or more recover 
under it. Patients not tolerating sulfur usually 
tolerate ammoniated mercury and recover with 
similar speed. A sample program may be de- 
scribed as follows: 

1. The most important step of all is a local 
application to the face. Sulfur is generally re- 
garded as the best. Walker prefers sulfur lotions, 
but my experience is that sulfur ointments seem 
to be very much more effective.* Ayres and An- 
derson recommend Danish ointment, which is a 
valuable remedy but is probably more apt to pro- 
duce dermatitis than are other sulfur mixtures. 
The following 10 per cent sulfur formula is usu- 
ally successful: 


R Sulfur (precipitated) 3.00 
Zinc oxide ointment (U.S.P.) 
Aquaphor (Duke) 44 ad 30.00 


This should be applied each evening to the fore- 
head, cheeks, nose and chin, or merely to the af- 
fected areas. In some cases weaker concentrations 
(5 per cent) are tolerated better, whereas in oth- 
ers it is necessary to employ concentrations as 
high as 20 or 40 per cent. 

If sulfur is not well tolerated, it may be re- 
placed in the same formula with ammoniated mer- 
cury in concentration of 5 to 20 per cent. Mer- 
cury in this form is very effective. 

If the patient tolerates neither sulfur nor am- 

*The use of ointments in treating rosacea is a situation quite in contrast 


with that encountered in ordinary acne, wherein all greasy preparations 
must be used in a restricted sense or else avoided entirely. 
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moniated mercury, other antiseptic formulas can 
be attempted, but less favorable results may be 
anticipated. Metaphen (in oil), betanaphthol, 
Balsam of Peru and yellow oxide of mercury are 
substitutes worth trying. 

2. Most dermatologists agree that treatment of 
the scalp is an essential part of the plan of man- 
agement in rosacea. At the start an ointment 
should be used, along with frequent shampoos. 
Later the ointment may be applied less frequent- 
ly and gradually replaced by a suitable scalp lo- 
tion. 

A good scalp ointment is the following for- 
mula, devised by Foerster, of Milwaukee: 


BR Salicyclic acid 2.00 
Sulfur (precipitated) 2.00 
Solution of coal tar (N.F.) 8.00 
Aquaphor (Duke) 
Lanolin aa ad 60.00 

An excellent scalp lotion has been developed by 

Udo Wile, of Ann Arbor, Michigan: 


RB Mercury bichloride 0.26 
Chloral hydrate 24.00 
Spirit of formic acid 20.00 
Castor oil 4.00 
Menthol 4.00 
Alcohol (80 per cent) ad 360.00 


3. Hygienic instructions are generally given 
in regard to maintenance of cleanliness of combs, 
brushes, towels, washcloths and _ pillow slips. 
(These hygienic measures are logical and seem- 
ingly helpful, but my experience is that they are 
not absolutely essential.) 

4. The hands should be kept strictly away 
from the face. The habit of leaning on the fist 
or palm of the hand is forbidden. The impulse 
to scratch, rub, pick at or squeeze lesions is for- 
bidden. These habits may lead to severe factitial 
scarring, and they may interfere sericusly with the 
patient’s power of recovery. 

5. Other measures of value include oral ad- 
ministration of calcium, hydrochloric acid and vita- 
min D. Calcium may be taken in the form of 
the gluconate, a teaspoonful to a half-glass of 
water thirty minutes before each meal and at bed- 
time. Dilute hydrochloric acid (U.S.P.) should be 
taken in doses of 20 to 60 drops in fruit juice or 
milk, sucked through a glass straw during meals. 
The effective dose of vitamin D varies between 
8000 and 100,000 U.S.P. units. For best results, 
calcium, hydrochloric acid and vitamin D should 
all be taken at the same time, thus providing in- 
tensive calcium therapy. Both hydrochloric acid 
and vitamin D have an effect in improving the ab- 
sorption of calcium. In addition, the administra- 


Vol. 222) No. 12 


tion of hydrochloric acid tends to correct the hypo- 
chlorhydria often seen in rosacea and other skin 
diseases. Occasionally, vitamin D alone seems to 
be very effective treatment. 

6. The diet should be restricted in carbohy- 
drates. Excessive eating should be avoided, and 
food should be masticated slowly. Abstinence from 
vasomotor foods, drugs and gastric irritants is ad- 
vised. In regard to the intake of tea, coffee, al- 
cohol and condiments, moderation or abstinence 
is usually advisable. 


VERRUCAE 


Warts, though externally located, generally super- 
ficial and readily accessible, can be an exasperat- 
ing disease from the standpoint of both doctor 
and patient. Ata recent meeting of the Academy 
of Dermatology in Philadelphia, about fifty physi- 
cians met in an informal group and discussed 
warts as a therapeutic problem, and seemed to 
be in agreement that in many cases the problem 
is a difficult matter. This resistant group of cases 
will tax to the limit the therapeutic resourceful- 
ness of even the most versatile specialists. 

On the other hand, warts may be regarded as 
the easiest of diseases to treat. Often enough they 
disappear spontaneously. Bloch** was able to cure 
44 per cent of cases of common warts and 88 per 
cent of cases of juvenile warts by suggestion ther- 
apy alone. It is certainly true that a high per- 
centage of all types of warts will respond in a 
predictable period of time to all methods of treat- 
ment now in use, especially x-ray therapy and 
surgical diathermy. One can say with assurance 
that there is an answer to the wart problem in 
every case; patience and persistence and repeated 
application of the best measures will invariably 
conquer the disease. At the beginning, the pa- 
tient should be warned of the limitations of our 
methods of treatment, so that he will not give up 
in despair in case first attempts fail; yet he should 
be reassured quite emphatically, so that he will 
benefit fully from the psychotherapeutic value of 
the treatment employed. 

The types of warts most commonly encountered 
in practice include verruca vulgaris, verruca plana 
juvenilis and verruca plantaris. All these varieties 
are considered to be due to a virus infection, and 
all respond to the standard forms of treatment 
with a satisfactory degree of promptness and com- 
pleteness. 

Though warts are due to a transmissible type of 
infection, the source of the infection causing them 
in any given case is usually impossible to trace 
because of the extraordinary latent period, which 
may be as long as twelve to twenty months.’® 

Verruca vulgaris may cccur anywhere on the 
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skin. The appearance is so characteristic and so 
familiar as scarcely to merit description. In chil- 
dren, particularly between the ages of twelve and 
fifteen, these warts may be quite numerous, some- 
times exceeding a hundred or more. In adults, 
warts are as a rule less common and much less 
numerous. The tongue, eyelids, scalp, penis, hands 
and all other areas of skin may be involved. 
Verrucae planae juveniles, otherwise known as 
flat or juvenile warts, are flesh-colored, slightly 
raised, flat-topped, rounded or angular papular le- 
sions. They are generally multiple, often quite 
numerous and are commonly distributed on the 
face, neck, hands, wrists and knees. They tend 
to spread in a linear manner along lines of scratch. 


Verruca plantaris occurs most commonly at the 
points of pressure of the ball of the foot. Usually 
the plantar wart presents a soft, light-brownish 
core and a hard, calloused rim. This type of wart 
serves to increase friction at points of pressure, 
and increases the tendency to callus formation 
to a considerable extent. It is not uncommon to 
find a rather small plantar wart surrounded by a 
very large zone of callous reaction. Plantar warts 
are undoubtedly contracted from walking on sur- 
faces previously trod by people carrying the dis- 
ease. Avoidance of the habit of walking bare- 
footed in bedroom and bathroom will prevent 
many cases. The incidence in gymnasiums and 
schools can be reduced by careful examination of 
the feet and appropriate treatment of infected cases, 
forbidding the patients to use showers and swim- 
ming pools until a certificate of cure has been ob- 
tained. 

There is no prophylactic treatment for warts. 
The best that can be offered is treatment of each 
wart as it appears. 

The treatment may be directed along many dif- 
ferent lines, including internal remedies, injections, 
local applications, electrodesiccation and radium 
and x-ray therapy. The virus is probably not lim- 
ited to the warty area, but undoubtedly inhabits 
surrounding areas of skin. If a wart is removed 
by surgery or surgical diathermy, the site may 
easily be invaded again from the surrounding skin. 
Autoinoculation in this way takes place more com- 
monly after ordinary surgical procedure than after 
electrodesiccation. The use of a good antiseptic 
such as iodine before and after operation tends to 


reduce recurrences. 


As previously mentioned, Bloch advocated treat- 
ment by suggestion, and thus cured 88 per cent of 
juvenile warts and 44 per cent of common warts. 
Since he succeeded in proving beyond question that 
warts may be cured by the power of suggestion, 
he thus provided an explanation for the success 
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of methods of therapy in common use among the 
laity, such as rubbing the wart with a piece of raw 
meat and burying the meat under an apple tree 
on a moonlight night, rubbing the wart with a cut 
apple licked with the tongue, and conjuring among 
Negro healers. | 

This work by Bloch represents a startling con- 
tribution. He is an able physician whose integrity 
is not to be doubted. Space does not permit a 
complete review of his work, but those who doubt 
the feasibility of his conclusions are referred to 
his original paper in German. His experiments 
were carefully controlled, and they are very con- 
vincing. 

Bloch’s usual method of suggestion therapy con- 
sisted of the following procedure: The eyes of 
the patient are bound and he sits with his hands 
on an electrically controlled vibrating machine. 
No electrical currents of any nature enter the body 
from this apparatus, and possibly the chief power 
of suggestion lies in the noise made by the machine. 
A drawing is made of the parts involved and the 
locations of all warts are marked on it. The warts 
are painted with a supposedly inert coloring fluid 
such as saffron, methylene blue or eosin. The 
blindfold is then removed. It is impressed on the 
patient that so long as any trace of color is still 
visible the warts are not to be touched, and that 
he must be careful about this in washing himself 
each day. He is then assured that the warts are 
quite certain to disappear. Other methods of sug- 
gestion therapy were employed in occasional cases, 
and sometimes Bloch relied chiefly on verbal sug- 
gestion. 

Following Bloch’s suggestion treatments, hem- 
orrhages into warts often occurred, and complete 
disappearance without scarring would then take 
place in four to eight weeks. Many cases recov- 
ered following suggestion therapy after having 
failed to respond to x-ray, cautery, mercury, ar- 
senic, acids and other ordinary methods. A num- 
ber of cases successfully treated by suggestion 
were of many years’ duration, and the response to 
treatment was so prompt as to exclude the possi- 
bility of spontaneous recovery. 

A phenomenon commonly encountered in treat- 
ing large numbers of warts consists in the disap- 
pearance of all warts after the treatment of only 
a few. This may be a phenomenon of suggestion 
therapy, or else the destruction of a few warts 
may release into the blood stream protein sub- 
stances that stimulate immunity. 

Protiodide of mercury in doses of % gr., three 
times a day, and magnesium sulfate in doses of 10 
to 30 gr., three times a day, are among the most 
popular of the internal remedies. They are usu- 
ally of a low grade of efficacy. Perhaps they exert 
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benefit by power of suggestion, as may also be 
the case with injections and other forms of therapy. 

Bismuth employed as an intramuscular injection 
is used frequently in the treatment of warts. 
Without doubt, it is efficacious in a modest per- 
centage of cases of common, flat or plantar warts. 
Practically all forms of antisyphilitic therapy, in- 
cluding mercury, neoarsphenamine and _sulfars- 
phenamine, have been reported to be of value. 

Electrodesiccation under novocain anesthesia is 
probably the most effective of all types of treat- 
ment for warts. If it is applied skillfully, excel- 
lent cosmetic results may be obtained. If warts 
treated by this method tend to recur, they should 
be promptly retreated by the same technic. Re- 
currences following a second treatment are very 
rare. 

X-ray therapy in the treatment of common and 
plantar warts is usually employed in a dosage of 
300 to 1500r (a few daring therapists employ 
2000 to 3000r in a single dose). Before treat- 
ment, the wart is shaved down and shielded with 
leaded rubber. Within one to three weeks the 
wart may become a little hypersensitive and slight 
erythema may be detectable. Disappearance usu- 
ally takes place within four to eight weeks. If 
the wart fails to respond, a second treatment, 
with a dosage dependent on the initial dose and 
the reaction to it and given by the same technic, 
is considered permissible. If the second treatment 
fails, further x-ray therapy is usually contraindi- 
cated, particularly if large doses were previously 
employed. The percentage of cures from x-ray 
therapy may be increased by the use of two or 
three applications of bichloracetic acid during the 
first four weeks after x-radiation. 

The results of radium therapy are about the 
same as those obtained by x-ray, and the principle 
of treatment is essentially the same. X-ray is 
used much more commonly and has tended to 
supplant radium. 

It is appropriate to give a note of warning in 
regard to the x-ray or radium therapy of plantar 
warts. The chief contraindication to either form 
of radiation therapy is a history of previous use 
of either, even when the interval has been as 
long as eight or ten years. The serious accidents 
occasionally seen in the treatment of plantar warts 
by x-ray are encountered almost invariably when 
such treatment has been repeated two or more 
times. No radiation therapy should be given until 
an accurate record of previous therapy has been 
made available. Good judgment then employed 
in regard to total dosage should prevent the 
disasters that sometimes occur. The factors which 
enter the estimation of dosage include age of pa- 
tient, thickness of skin and depth of pigmentation, 
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degree to which wart is trimmed, and amount of 
previous dosage as well as reaction to it. Even 
after using the finest judgment, idiosyncrasy can- 
not be avoided. 

In the treatment of flat warts, simple local ap- 
plications, such as ammoniated mercury, salicyclic 
acid, sulfur and resorcin, are often efficacious. 
Mercury protiodide given by mouth is in com- 
mon use, and bismuth injections represent a val- 
uable form of therapy. One of the most effective 
methods consists of touching each visible wart 
lightly with a desiccating needle, repeating the 
procedure about once weekly, and following each 
treatment with a small dose of x-ray (35 to 75r) 
to the affected areas — not to each wart. 

In the treatment of warts the dermatologist oc- 
casionally encounters patients who refuse or should 
not have x-ray or radium therapy and who, for 
reasons of convenience, object to a minor opera- 
tion with surgical diathermy. These cases are 
best handled by the use of acids, such as bichlor- 
acetic. If this is applied skillfully, large numbers 
of warts may be treated painlessly and successfully 
in a few visits. This method, however, gives a 
lower percentage of cures than does x-ray therapy 
or surgical diathermy, and the degree of destruc- 
tion is more difficult to control; keloidal scars oc- 
casionally result. 


AREATA 


Alopecia areata is a disease that bears an omi- 
nous prognosis, not fully deserved. This bad 
reputation is derived from those rather exceptional 
cases which fail to respond to any form of treat- 
ment, and go from bad to worse despite heroic 
efforts on the part of both doctor and patient. It is 
far closer to the truth to state that most patients 
recover either spontaneously without treatment or 
coincidentally with treatment. Every dermatolo- 
gist probably sees in his career scores of cases 
with complete recovery while under observation. 

In regard to prognosis, Walker and Percival’ 
stated: “The prognosis is good. If a patient is 
under forty, the physician may confidently pre- 
dict recovery. The exceptions are so few that he 
may cheerfully take the risk of them. . . . Even 
in those cases where every hair on the body has 
disappeared, dogged perseverance in treatment is 
usually rewarded.” 

As a rule, the diagnosis of alopecia areata is 
readily established on the basis of simple inspec- 
tion of the skin. The characteristic appearance is 
that of a sharply circumscribed patch of com- 
plete alopecia, associated with no inflammatory 
changes. The bald area is smooth and glossy, and 
essentially normal except for the absence of hairs. 
At the margin of these patches there are loose, 
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broken-off hairs, which show on removal an at- 
tenuation of the bulb, resulting in an appearance 
which has given rise to the term “exclamation- 
point hair.” These patches may coalesce to form 
a wide variety of patterns, and may extend until 
every hair on the body has disappeared. 

Rarely, alopecia areata involves the bearded 
area of the face and spares the scalp. In these 
cases the diagnosis is not so readily established and 
is often missed. 

Alopecia areata must be carefully distinguished 
from the patchy alopecia of early syphilis, ring- 
worm, lupus erythematosus, alopecia seborrhoeica 
of the patchy type and pseudopelade. The differ- 
entiation is easy except in the case of syphilis. 
Routine Wassermann, Hinton and Kahn tests 
are indicated. All three should be done. 

The true etiology of alopecia areata is unknown. 
There is evidence of a transmissible factor of in- 
fection. Bowen’ reported an epidemic in a girls’ 
home where, after the introduction of a case, 63 
out of 69 girls were affected. Two or more 
cases may occur in a single family. Thin, Sabou- 
raud and many other workers thought they were 
able to isolate micro-organisms of etiologic im- 
portance. The most convincing evidence regard- 
ing communicability, however, comes from the 
numerous authentic reports of epidemics.’-® Of 
interest are the toxic and neuropathic theories of 
etiology. 

Every case of alopecia areata should undergo 
the traditional studies, including general medical 
examination, routine blood and urine tests, search 
for foci of infection and a determination of the 
basal metabolism. The basal metabolic rate is 
often lowered, and if so, thyroid medication should 
be given as a part of the general program of care. 
In other respects, also, the treatment should be 
guided by and based on general medical investi- 
gations. 

In many cases the outstanding clinical findings 
are evidences of severe nervous and emotional 
stress and strain. Often these nervous and emo- 
tional components are beyond the influence of 
ordinary medical care. Recovery may take place 
under treatment by physical and chemical agents, 
despite the absence or failure of psychotherapy. 

In my experience, most of the cases with only 
one to three or four patches of alopecia areata of 
the scalp clear up completely within three months 
on a program including general medical care, all 
the vitamins in large doses, a diet high in sulfur 
and other minerals but restricted in carbohydrates, 
daily applications of an ointment containing oil 
of cade, sulfur and salicylic acid, and ultra-violet 


light in large doses administered every week or 
two. 
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A valuable prescription is the following: 


Ke Oil of cade 12.00 
Sulfur (precipitated) 6.00 
Salicylic acid 3.00 
Rose water ointment ad 60.00 


The above ointment may be applied daily to the 
bald areas. 

Cases of alopecia areata of more widespread dis- 
tribution are as a rule more difficult to treat, more 
unpredictable and more given to recurrences. 

Other recommended forms of treatment include 
iron, arsenic, pilocarpin by mouth and stimulating 
and antiparasitic local applications, such as resor- 
cin, turpentine, cantharides, phenol, tar, iodine, 
sulfur and mercurials. 

An excellent scalp lotion for use in alopecia 
areata is the following: 


Phenol 4.00 
Tincture of cantharides 15.00 
Castor oil 4.00 
Alcohol (95 per cent) ad 120.00 


This may be applied with friction to the affected 
areas once or twice daily. 


ALopECIA SEBORRHOEICA 


The common seborrheic type of alopecia is a 
prevalent source of anxiety and distress to large 
numbers of men and to a lesser number of women. 
The response to treatment in young women is 
usually gratifying, but no reputable dermatologist 
will make extravagant claims as to what may be 
accomplished in men of any age. In treating the 
disorder in men, there is general agreement that 
much can be done to retard the rate of hair loss, 
particularly if it is associated with considerable 
evidence of seborrheic dermatitis. Men showing 
alopecia without anything more than a slight de- 
tectable scaling type of seborrheic dermatitis prob- 
ably have important etiologic influences of the na- 
ture of nervous and glandular disorders. It is 
quite clear that, at the present time, the methods 
of ameliorating the neurogenous and endocrinolog- 
ical factors are not sufficiently effective to permit 
any convincing accomplishments so far as hair 
growth is concerned. Cases showing the common 
frontal, bitemporal and vertical types of baldness 
with little or no evidence of seborrheic dermatitis 
may be interpreted as having the idiopathic type, 
and they have a less favorable prognosis than those 
with the clear-cut seborrheic type. 

In spite of the differences between the idiopathic 
and the seborrheic types of alopecia, the treatment 
of both is about the same, and is based on the 
technic and principle involved in the treatment 
of seborrheic dermatitis of the scalp. The lotions 
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and ointments useful in treating seborrheic der- 
matitis are also useful in treating cases of alopecia 
of the common type (see section on rosacea). 
There is evidence that vitamin A is of value to 
hair growth and that vitamin D may be effective 
in treating seborrheic dermatitis. Hence, any rich 
source of these vitamins, such as cod-liver oil or 
haliver oil, has a theoretical as well as a time- 
honored place in the general program of care. The 
diet should be rich in sulfur, as provided by eggs 
and meat, and rich in all other minerals, as pro- 
vided by milk. Fruits, vegetables, meat, eggs and 
milk should be taken in liberal amounts, but 
moderate reduction of sweet, starchy and fatty 
foods is indicated. Instructions regarding cleanli- 
ness of combs, brushes and hatbands, and barber- 
shop precautions, are given. Ultra-violet light ther- 
apy every week or two in sufficient amounts to 
sunburn the scalp seems to hasten the disappear- 
ance of inflammatory changes, occasionally stim- 
ulates slight degrees of regrowth of hair in men, 
and seems to be immensely effective in stimulat- 
ing regrowth in young women. 


The use of scalp exercises and massage has a 
place in the management of the common type of 
baldness, but is not recommended until all evidence 
of inflammatory disturbances has been eradicated. 

In regard to the part played by covering the 
scalp with a hat, writers have called attention 
to the following effects: exclusion of air and sun- 
shine, pressure on and partial occlusion of the 
vascular network supplying the scalp and hyper- 
secretion of sweat. These effects represent only 
one part of the general etiologic interplay, but 
in spite of the reasonableness of considering hat- 
wearing a cause of baldness, it must be acknowl- 
edged that discarding the hat seems to have no 
very clear-cut influence on hair growth. 


Recent work concerning the use of the male sex 
hormone in treating various types of genital hy- 
poplasia proves beyond doubt the ability of this 
hormone to stimulate hair growth in regions such 
as the face, axilla, chest, pubis and extremities.’ 
It is well known that in patients with Frohlich’s 
syndrome, eunuchs and other types of hypogonad- 
ism there may be abundant growth of hair on the 
head with scant growth on the bearded areas 
of the face, chest and pubis. It is a well-established 
fact that extreme degrees of the common type of 
hair loss may be associated with abundant hair 
growth on the face, chest and pubis. One of my 
patients observed sudden onset of baldness of the 
scalp coincident with great increase of hair growth 
on the chest and pubic area. These observations 
would lead one to conclude that the mechanism 
of hair growth on the scalp is regulated by in- 
fluences quite different from those at work in other 
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regions of the body. Certainly the common type 
of alopecia is usually associated with ample evi- 
dence of sufficient secretion of the male sex hor- 
mone. In myxedema, the hair of the head and 
elsewhere is dry, brittle and sparse. Its growth is 
retarded and it tends to fall out. Haircuts are 
necessary only at very long intervals. The scalp 
is dry and scaly." 

These thoughts would lead one to suspect that 
hair loss of the common type may have, at least 
in part, a glandular basis. Perhaps the pattern is 
an increased output of male sex hormone and a 
reduced output of thyroxin. At any rate, the 
glandular mechanism remains unknown and no 
therapy on this basis is available. Administered 
to the skin in ointment form, the male sex hor- 
mone is absorbed into the blood stream and exerts 
a general physiologic action, along with intensive 
action on the tissues locally. I have employed 
testosterone proprionate ointment locally to the 
scalp in several cases of the common type of alopecia 
after clearing up the element of seborrheic dermati- 
tis. In these cases, the total period of treatment has 
not been sufficient to warrant conclusions as to its 
efficacy. No effects in either retarding or accelerat- 
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ing hair growth have been observed. The use of 
testosterone proprionate is merely suggested as an 
endocrine approach deserving further clinical in- 
vestigation. 


270 Commonwealth Avenue. 
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CASE 26121 
PRESENTATION OF CasE 


A seventy-four-year-old housewife was admitted 
to the hospital complaining of jaundice. 


The patient had enjoyed good health until eleven 
months before admission when she had developed 
painless jaundice, clay-colored stools, dark urine 
and intense pruritus. These symptoms fluctuated 
in intensity but never completely disappeared. A 
few normally dark stools were passed, but at no 
time did she experience any real nausea, vomiting, 
pain, chills or known fever. 

Throughout this eleven-month period she had 
a good appetite, ate well of fruits, vegetables, milk, 
eggs and carbohydrates. Her diet consisted of lit- 
tle meat, however, and she eschewed fats and 
butter on her doctor’s orders. She had lost 40 
pounds, and weighed only 128 pounds on entry. 

For two months before admission she was mildly 
constipated, receiving relief by taking cathartics 
(Epsom salts) every third day. Two weeks be- 
fore entry she had a transient attack of indiges- 
tion and regurgitated a small amount of recently 
ingested food, but there were no other symptoms. 

The patient had been under constant medical at- 
tention during the present illness. She had been 
placed in an outside hospital for a short interval, 
nine months before admission, where all studies 
done were reported as “negative.” No _ special 
diagnostic procedures were performed since that 
time. She remained at home cooking and caring 
for one of her seven children until she was ad- 
mitted. 

The remaining family, marital and past his- 
tories were non-contributory. 

Physical examination revealed a remarkably well- 
preserved, cheerful, co-operative woman, who had 
dry jaundiced skin. She showed evidence of 
weight loss, but was in no discomfort. The periph- 
eral blood vessels were “markedly sclerotic.” ‘The 
apex of the heart was percussed at the midclavic- 
ular line in the fifth interspace. A precordial 
systolic murmur was best heard at the apex, and 
the blood pressure was 170 systolic, 82 diastolic. 
The lungs were normal. The abdomen was soft 
and lax, without evidence of ascites. The liver 
edge was not felt. A questionable, ill-defined, non- 
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tender mass was palpated in the right upper quad- 
rant. The remainder of the physical examination 
was essentially negative. 

The temperature, pulse, and respirations were 
normal. 

Examination of the blood showed a red-cell 
count of 4,130,000 with 11.5 gm. of hemoglobin 
(photoelectric-cell technic), and a white-cell count 
of 9100 with 81 per cent polymorphonuclears; 
the stained smear was negative. The urine showed 
a specitic gravity of 1.008, with no albumin, sugar 
or bile. The sediment contained a rare red blood 
cell, 8 white blood cells and 20 epithelial cells 
per high-power field. The icteric index was 60, 
and the van den Bergh 8.8 mg. per 100 cc., with 
a biphasic reaction. The serum nonprotein nitro- 
gen was 23 mg. per 100 cc. Four stool examina- 
tions were both guaiac and bile negative. 

Roentgenograms of the gall bladder (Graham 
method) showed that it was not visible after the 
patient took the dye. The interpretation was 
rendered difficult by the presence of gas shadows 
in the large bowel, but the test was believed to 
be positive. A 

On the fifth hospital day an operation was per- 
formed. 


DIFFERENTIAL DIAGNOosIS 


Dr Henry H. Faxon: The history states that 
the urine showed no bile. Is that correct? 

Dr. Tracy B. Mattory: Two urine examina- 
tions were bile negative. 

Dr. Faxon: That is confusing in the light of the 
other laboratory data. 

The story comes down to that of a seventy-four- 
year-old woman in whom jaundice was the out- 
standing, and only complaint that we have to con- 
sider seriously. The nonprotein nitrogen, blood 
count and so forth were not remarkable. So far 
as the gastrointestinal tract goes, there are only 
two minor points mentioned. One is the fact that 
on one occasion she regurgitated food. It does not 
say whether there was any blood in the vomitus, 
nor whether it contained bile. The other refer- 
ence is to the large bowel; it was noted she had 
increasing constipation. Some increase in consti- 
pation might be expected in the absence of bile in 
the intestinal tract. It is of significance that the 
stool examinations were guaiac negative. 

It is important to establish whether or not hers 
was a true obstructive jaundice, but the presence 
of an increased icteric index, a positive van den 
Bergh test and clay-colored stools seems to me to 
establish this fact definitely. 

What then are the factors we might consider that 
could have caused the jaundice of which she com- 
plained? I do not believe it is a jaundice of the 
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hemolytic type, because of the age of the patient 
and the absence of any history or findings of in- 
fection. There is another possibility —that of 
cirrhosis of the liver or intrahepatic disease. The 
liver was not enlarged, no spleen was felt and she 
had no ascites; hence it would seem that this pos- 
sibility could likewise be excluded. The third pos- 
sibility is that of gallstones. Gallstones, as an in- 
cidental finding, are very common in elderly 
people at postmortem examination. However, it 
is my impression that it is not common to find si- 
lent gallstones giving rise to abnormal signs with- 
out some antecedent story of at least mild biliary 
complaints. It would be unusual, but not impos- 
sible, without an antecedent story to find a pa- 
tient with a stone in the common duct. The gall- 
bladder x-ray studies are of very little help to us. 
Apparently the Graham test was positive, but the 
report is evasive in stating that the interpretation 
was rendered difficult by the presence of a gas 
shadow. Another dubious point in relation to the 
gall bladder that leaves us in some doubt is that 
the physical examination states that a questionable 
ill-defined mass was palpated. In a woman who 
had lost so much weight and with an abdomen 
noted.as soft and lax, I should have expected that 
were she to have an enlarged gall bladder the ex- 
aminer would have made it out without the doubt 
that is here expressed. 


The last possibility as a cause for the jaundice 
is cancer, and with this consideration one is faced 
with the problem of whether or not it was a metas- 
tatic or primary manifestation. I think it is un- 
likely, with the story of no enlargement of the 
liver, that the steady increase in jaundice would 
arise from metastatic disease unless the metas- 
tasis happened to be in such a strategic position 
that it blocked the common bile duct. Primary 
cancer in the region of the bile duct, the head of 
the pancreas or the ampulla of the duodenum could 
cause biliary obstruction and jaundice, and it seems 
to me that the absence of pain and the progressive 
nature of the jaundice — although there were in- 
termittent spells where she did get some bile 
through into the large bowel — indicate that she 
may well have had cancer of the head of the 
pancreas or common bile duct. If you look at 
the story as a whole the course is a steadily pro- 
gressive affair, despite the transient periods of 
improvement. To be able to say whether the 
primary cancer was in the head of the pancreas 
or in the bile ducts, is almost impossible. If I 
assume that the questionable mass was an en- 
larged gall bladder, cancer would fit in with the 
old dictum of Courvoisier’s law; namely, that the 
development of jaundice with cancer gives a large 
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gall bladder, whereas if stones are responsible the 
gall bladder is not distended. 


I have deliberately and perhaps very unwisely 
skipped over the feature of absence of bile in the 
urine. I rather upbraid myself for having asked 
at the opening of the discussion if this finding 
was correct, for I was sure there was going to be 
some bile in the urine. It is confusing to find that 
at two examinations this was not present. I sus- 
pect that the surgeon when he explored this case 
was in some doubt as to the nature of the lesion. 
It is my impression he feared he might encounter 
cancer but hoped he would find a solitary stone 
to explain the jaundice. My first diagnosis is can- 
cer of the head of the pancreas or bile ducts, and 
my second choice, an obstructive gallstone. 

Dr. Mattory: Does anyone else care to hazard 
an opinion? 

Dr. Faxon: Would someone like to explain to 
me the absence of bile in the urine, in the pres- 
ence of the story and chemical findings that are 
given here. 

Dr. JoHN Stewart: My guess would be that it 
was an erroneous observation. 

Dr. Faxon: One determination might be er- 
roneous, but the two reports bother me. 

Dr. Stewart: The foam test is certainly open 
to differences in interpretation by various ob- 
servers. 

Dr. Mattory: It may have been observed by 
artificial light. 

Dr. J. H. Means: I might mention a case that 
bears out what Dr. Faxon has said about inter- 
mittent obstruction in cancer of the head of the 
pancreas. We had a patient who had a clinical 
story of stone, with intermittent jaundice. He got 
over it and then had a recurrence of the jaundice. 
He was young and we thought that cancer was out 
of the question. He was explored, and cancer 
of the head of the pancreas was found. 

Dr. Lanepon Parsons: In spite of the fact that 
this patient had lost 40 pounds, she felt perfectly 
well and was admitted to the hospital simply for 
relief of the itching from her jaundice of eleven 
months’ duration. In our line of reasoning we 
followed much the same train of thought that Dr. 
Faxon has. I was helped enormously by Dr. 
Stewart, who had made observations, on the basis 
of vitamin K and liver-function studies, relative 
to determining whether we were dealing with car- 
cinoma of the head of the pancreas or with ob- 
structing gallstones. I think he might be asked 
to comment. | 

Dr. Stewart: It may be of interest to tell you 
a little about the prothrombin values in this case, 
as determined by the method of Warner, Brink- 
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hous and Smith. A level such as this woman 
had when she entered, namely 72 per cent of 
normal, is rarely or never seen in jaundice due 
to carcinomatous obstruction, presumably due to 
the fact that as a rule with obstruction due to 
carcinoma there is little or no escape of bile salts 
into the gastrointestinal tract, hence no decrease in 
absorption of vitamin K. This determination 1s 
definitely of some help in diagnosis, particularly 
when it is a question of deciding between car- 
cinomatous obstruction of the bile duct or obstruc- 
tion due to stone. Patients with obstruction due 
to stone show levels in general from 15 to 20 per 
cent higher than do patients with obstruction due 
to carcinoma. On the other hand, the determina- 
tion is of no particular value in differentiating 
intrahepatic disease, so-called catarrhal jaundice, 
from jaundice due to stone in the common duct, 
but in this particular case the finding of 72 per 
cent, coupled with the other elements in the clini- 
cal picture, made us more optimistic about the 
diagnosis than Dr. Faxon was. 


PREOPERATIVE DIAGNOSES 


Choledocholithiasis. 
Carcinoma of gall bladder? 


Dr. Faxon’s Dracnosis 


Carcinoma obstructing the common duct? 
Choledocholithiasis? 


ANATOMICAL 


Choledocholithiasis. 


Dr. Parsons: She had a small sclerotic gall blad- 
der, not much bigger than my thumb, and a dilated 
common duct with a stone measuring 3 cm. in 
diameter impacted in the duct at the papilla. Noth- 
ing was done to the gall bladder. The common 
duct was drained, and she made a perfectly good 
recovery. 


PATHOLOGICAL Discussion 


Dr. Mattory: I can add nothing to what has 
already been said. The essential thing in any case 
of this sort is not to allow one’s pessimism to pre- 
vent exploration. 


CASE 26122 
PRESENTATION OF CASE 


A sixty-nine-year-old unmarried woman was ad- 
mitted to the hospital complaining of indigestion. 
She had first been seen by a physician eleven 
days before entry at the request of her landlady 
and much against the patient’s will. At this time 
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the patient was quite weak and unco-operative so 
that no well-defined story of her illness could be 
obtained. As near as could be determined she 
had been suffering from indigestion over a period 
of twelve or fifteen years. The landlady stated 
that during the three years preceding the initial 
examination she had eaten most of her meals in 
her room and had complained bitterly about the 
food regardless of its quality. She had retired 
from teaching five months before entry and since 
that time had failed rapidly and hardly ever left 
her room. She had lost considerable weight, and 
for three weeks had been confined to bed because 
of profound weakness. For some time she had re- 
gurgitated everything ingested. At the time of 
her first examination the regurgitated material was 
coffee colored and contained small particles of un- 
digested food; it was later discovered that she had 
drunk coffee a short time before. She coughed 
frequently and raised considerable sputum, but it 
was impossible to determine how long this had 
been going on. She insisted that there was no 
pain or tenderness anywhere. Bowel movements 
had always been more or less costive. 

Physical examination by the physician who had 
been called showed her to be extremely emaciated, 
weighing about 80 pounds. She stated that her 
usual weight had been 125 to 130 pounds. The 
patient was very unco-operative, unreasonable and 
abusive in her language. There was well marked 
arcus senilis. Oral hygiene was poor. There was 
no engorgement or visible pulsation of the neck 
veins. The heart was normal in size and shape, 
and the sounds were of good quality; there were 
no murmurs. The blood pressure was 90 systolic, 
65 diastolic. The breath sounds showed dimin- 
ished intensity throughout both lungs, but per- 
cussion was normal and no rales were heard. The 
abdomen was soft and doughy. There was no 
tenderness, and no masses could be felt. Pulsa- 
tions of the aorta were easily detected. ‘There 
was no peripheral edema. The skin was dry and 
flabby, and there was evidence of considerable 
weight loss. Hospitalization was advised imme- 
diately, but the patient refused. Her condition 
continued unchanged during the succeeding ten 
days up to entry. For two or three weeks prior 
to her admission she was unable to take any solid 
food, and much of the liquid ingested was re- 
gurgitated. 

Examination at entry was unsatisfactory, but 
the findings were essentially those of the pre- 
vious examination except that many scattered 
coarse rales and rhonchi were audible throughout 
both sides of the chest. One examiner felt a mass 
in the umbilical region about the size of an 
orange, which appeared to be fixed and moderate- 
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ly firm but not tender. This was not corroborated 
by others. 

The temperature was 101.0°F., the pulse 110, 
and the respirations 24. 

Examination of the urine showed a specific grav- 
ity of 1.022, with a slight trace of albumin. The 
sediment contained large numbers of white blood 
cells and a rare red blood cell. The blood showed 
a red-cell count of 4,500,000, with a hemoglobin 
of 80 per cent. The white-cell count was 11,300 
with 90 per cent polymorphonuclears. The sputum 
was purulent and contained tubercle bacilli. A 
stool examination was negative. 

X-ray examination of the chest showed diffuse 
hazy mottled dullness involving the upper two 
thirds of the lung fields. Within the dullness in 
the left upper lobe there were several large areas 
of rarefaction having the appearance of cavities. 
A gastrointestinal series showed marked dilatation 
of the entire esophagus, and during the fifteen 
minutes of fluoroscopic observation only a trace of 
barium entered the stomach. This was insufh- 
cient for satisfactory examination, but there did 
appear to be considerable irregularity of the fun- 
dus and separation of the fundus from the dome 
of the diaphragm. 


The patient became considerably weaker, and 
her condition progressively worse. Four days after 
entry another chest film confirmed the previous 
findings and in addition demonstrated round 
shadows at the bases. Her condition was steadily 
downhill; the temperature fluctuated between 97.0 
and 101.0°F. and the pulse between 80 and 120. 
She died on the fourteenth hospital day. 


DIFFERENTIAL DIAGNosIs 


Dr. THomas V. Urmy: Certain aspects of this 
case seem rather obvious, and others less apparent. 
First of all, I believe that this patient must have 
been suffering from cerebral arteriosclerosis, as 
witnessed by her lack of co-operation, unreasona- 
bleness and abusive language. Her bitter com- 
plaint about food, regardless of the quality, was 
doubtless at least in part on this basis, and we 
should like to believe that this was also the rea- 
son for her refusal to seek medical aid until she 
had become very weak. 

The patient had tubercle bacilli in her sputum, 
and the x-ray description of her chest is certainly 
consistent with advanced pulmonary tuberculosis 
This diagnosis alone could well account for pro- 
gressive weakness and loss of weight as well a 
chronic indigestion over a period of twelve to 
fifteen years. However, pulmonary tuberculosis 
would not cause the more recent symptom of re- 
gurgitation of food or, of course, the gastrointestinal 
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x-ray findings. It becomes necessary to make a 
further diagnosis of a lesion of the upper gastro- 
intestinal tract, which had produced a marked 
dilatation of the esophagus as well as a deformity 
in the region of the fundus of the stomach. Marked 
dilatation occurs only in long-standing lesions, 
such as cardiospasm, which is by all odds its com- 
monest cause. Unfortunately, simple cardiospasm 
does not explain the picture in the fundus. Also, 
had cardiospasm been present all these years we 
should expect an earlier onset of regurgitation. 
Carcinoma of the fundus would explain the con- 
siderable irregularity seen in the x-ray films, as 
well as the five months’ rapid downhill course 
and the coffee-grounds vomitus. But there are 
several inconsistencies. First of all, the dilatation 
of the esophagus was much more marked than 
is usually seen in carcinomatous obstruction. There 
was no anemia, though dehydration may make the 
red-cell count apparently higher than it really is. 
The guaiac test on the stool was negative, though 
it was, of course, only a single examination. Ap- 
parently there was not the increased constipation 
that we usually see in cancer of the stomach. More- 
over, we should seriously consider tuberculosis 
of the stomach. It is well known that it occurs 
in the fundus, and that it can be a long-standing 
affair. It could not only explain the years of symp- 
toms, but also the marked dilatation of the esopha- 
gus in the absence of true cardiospasm. The lack 
of anemia and the negative guaiac tests on the 
stools are probably more consistent with this diag- 
nosis than with cancer. 

Tuberculosis of the stomach may be of the 
sclerosing type, the ulcerative type or the hyper- 
plastic type. The ulcerative type is the one most 
commonly found in the fundus. It is usually ac- 
companied by involvement of the peritoneum and 
the regional lymph nodes, a fact that would not 
only explain the hard mass between the fundus 
and the diaphragm, but also give a reasonable 
cause for stricture of the lower end of the esoph- 
agus. This type of tuberculosis would seem to 
me, then, to be the most likely gastric lesion, 
though a hyperplastic tuberculous lesion should 
also be considered. 

One or two other diagnoses suggest themselves. 
Extreme weakness and a low blood pressure with 
known tuberculosis raise the question of involve- 
ment of the adrenal glands. I cannot rule out this 
possibility, but there is insufficient clinical data 
for a diagnosis. The weakness, after all, could 
be explained on the basis of the pulmonary and 
gastric infections. The blood pressure, though 
low, is not so low as that usually seen in Addi- 


son’s disease. There is no mention of pigmen- 
tation. 
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We may conjecture about the mass in the um- 
bilical region felt by one examiner. It could repre- 
sent tuberculosis involving lymph nodes, perito- 
neum or intestines, or all three. 

Finally, the many scattered coarse rales and 
rhonchi heard at the time of admission and the 
round shadows at the lung bases four days later 
suggest the aspiration of food and subsequent as- 
piration pneumonia, secondary to the obstruction 
of the esophagus. 


CLINICAL DIAGNOSES 


Carcinoma of the stomach. 
Pulmonary tuberculosis. 


Dr. Urmy’s DIAGNosEs 


Cerebral arteriosclerosis. 

Chronic pulmonary tuberculosis. 

Tuberculous ulcer of the fundus of the stomach, 
with regional involvement of the peritoneum 
and lymph nodes and secondary dilatation 
of the esophagus. 

Aspiration pneumonia. 


ANATOMICAL DIAGNOSES 


Pulmonary tuberculosis, advanced. 

Tuberculosis of bronchial lymph nodes. 

Pulmonary embolism and infarction. 

Bronchopneumonia. 

Cardiospasm. 

Pleuritis, chronic, fibrous. 

Arteriosclerosis, moderate, coronary, renal and 
aortic. 
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Emaciation. 
Operative scar: thyroidectomy. 


PATHOLOGICAL DiscussION 


Dr. Tracy B. Mattory: An accurate and de- 
tailed history is always the most important part 
of any differential diagnosis, and when this is 
impossible to obtain, as in the case of the present 
irritable and unco-operative patient, one is at a 
grave disadvantage. Like the clinicians who took 
care of her in the hospital, Dr. Urmy sought an 
organic lesion to explain her symptoms suggesting 
a tuberculous ulcer whereas they had thought of 
carcinoma. No organic lesion of the esophagus or 
stomach was found, however. The esophagus 
was quite dilated, measuring 4 cm. in diameter, 
and its walls were markedly thickened, averaging 
about 5 mm. The cardiac orifice was constricted 
but could, nevertheless, be dilated. There was no 
ulceration or any suggestion of tumor. Sections 
through the wall of the esophagus showed a mod- 
erate degree of displacement of muscle fibers by 
connective tissue and some inflammatory infiltra- 
tion. These are the usual postmortem findings 
of a case of cardiospasm. It is very probable that 
her entire fifteen years of “indigestion” was due 
to functional obstruction of the esophagus. 

The lungs showed a very advanced, progressive 
tuberculosis with many foci of caseation and of 
calcification. A surprising finding was a fairly 
large pulmonary embolus, which completely ob- 
structed the artery to the right lower lobe. All 
the other organs were small and atrophic in pro- 
portion to her severe emaciation. 
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“OLD MEN PLANT TREES” 


ATTENTION is particularly drawn to the article 
by Mr. Lowell, which appears in this issue of the 
Journal. Considering the demands that are now 
being made on all aspirants for an opportunity 
to practice medicine, this sane and unemotional 
estimate of the educational possibilities of the aver- 
age medical student and of the physical and mental 
attributes of the practicing physician must appeal 
to all those doctors who are not blinded by prej- 
udices engendered because of the lack of breadth 
of view inherent in their jobs. The author, his 
distinguished educational background and his wide 
humanity, all preclude the possibility of serious dis- 
pute of his remarks by anyone other than his in- 
tellectual equal. It is a masterpiece of under- 
statement to say that such a requirement will 
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materially limit the scope of any debate. Let each 
doctor, whether a practitioner or a teacher, answer 
as well as he can the questions propounded by 
Mr. Lowell, and then re-evaluate his own con- 
tributions to the care of patients and the teach- 
ing of medical students. Then he will no 
longer be impressed by how much he knows and 
how much the student should learn, but rather 
by how much he has failed to grasp and by the 
good fortune that makes students physiologically 
incapable of remembering more than a small part 
of what is taught them until such time as they 
are able themselves to winnow the wheat from 


the chaff. 


HOME CANNED FOOD 


Wiru the rising cost of foodstuffs and the empha- 
sis on conservation of foods that inevitably ac- 
companies war, there will undoubtedly be an in- 
crease in the practice of home canning. This 
widespread and economical procedure is one that 
is none the less fraught with a certain amount of 
danger. No kitchen is equipped with the ap- 
paratus for sterilization and control of the pack- 
ing processes to the extent that commercial estab- 
lishments are. In foods canned commercially un- 
der the present requirements the danger of botulism 
is virtually nil. In home-canned foods, on the 
other hand, botulism is somewhat of a problem 
even now. 

Clostridium botulinum is a widespread organism 
and owing to its anaerobic nature grows in air- 
tight containers. The spores of the bacillus are re- 
sistant to heat, and unless a high temperature is 
maintained over a sufficient period of time to kill 
them, the organism will begin to grow in the 
canned food and elaborate toxin. 

There have been over two hundred sporadic 
outbreaks of botulism in this country; most of these 
have occurred on the West coast, although prac- 
tically every state has had them. In most instances 
the infection has come from canned vegetables, 
rarely from meat products. This may be due to 
the greater frequency of vegetable canning in the 
home. Non-acid foods, such as beans, are more 
dangerous than tomatoes or other acid vegetables. 
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In Europe most of the outbreaks have been traced 
to contaminated sausage. Fortunately, although 
the spores are resistant to heat, the toxin itself is 
easily destroyed. 

Two procedures can be recommended for the 
prevention of botulism. The first is to destroy 
all cans of food that show, evidence of bulging 
or which are noted to contain gas bubbles or on 
opening have a rancid odor or slushy appearance. 
Secondly, all home-canned vegetables should be 
thoroughly heated to boiling before use. These 
precautions are so simple and so easily carried 
out that there can be virtually no excuse for the 
occurrence of this disease. 


MEDICAL EPONYM 


BILHARZIASIS 


The first description of the clinical picture of 
this infestation appears in an article by Dr. The- 
odor Bilharz (1825-1862), then resident in Cairo, 
in the Wiener medizinische Wochenschrift (6: 49 - 
52 and 65 - 68, 1856), entitled “Distomum haemato- 
bium und sein Verhiltniss zu gewissen patholo- 
gischen Veranderungen der menschlichen Harnor- 
gane [Distomum haematobium and Its Relation 
to Certain Pathologic Changes in the Human 
Urinary Organs].” A previous article, chiefly of 
zoological and anatomical interest, had appeared 
in the Zeitschrift fir wissenschaftliche Zoologie 
(4: 52, 1852-53). The translation of a portion of 
the article is as follows: 


The symptoms of the disease, which is always chronic 
in nature, as will be shown, are partly the well-known 
one of catarrh of the bladder, partly peculiar and in- 
dicative of the presence of Distomum haematobium 

. + @ persistent sensation of pressure and heaviness 
in the hypogastric region . . . at times violent burn- 
ing or colicky pain— tenderness in the bladder region 

frequency of micturition — hematuria, usually 
small in amount, but persistent and frequently recur- 
rent — admixture of mucus in the urine. . . . The 
catheter often meets with rough areas which may be 
confused with urinary calculi, but which may easily 
be distinguished by their immobility and soft con- 
sistence. It is often possible by simultaneous rectal 
examination to feel these areas between the finger and 
catheter. 

The most reliable and easiest method of diagnosis is 
microscopical examination, which usually reveals nu- 
merous ova in the mucous sediment of the urine and 
especially in the little clumps of blood cells. 


R. W. B. 
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SEPSIS AND TiiROMBOPHLEBITIS 
FoLLowinc Forceps DELIVERY 


Mrs. A., a thirty-one-year-old para III, entered 
the hospital on February 5, 1938, because of scar- 
let fever at home; she was at term but not in 


labor. 


The family history was negative. She had had 
the usual children’s diseases and pneumonia. The 
tonsils and adenoids had been removed when she 
was a child, and the appendix in 1924. Catamenia 
began at twelve, were regular with a thirty-day 
cycle and lasted three or four days. The last 
period was April 12, 1937, making the expected 
date of confinement January 19. The first preg- 
nancy was terminated at twelve weeks because of 
pernicious vomiting. The second pregnancy went 
to term and resulted in a living child weighing 10 
pounds, 3 ounces; the convalescence was unevent- 
ful. The present pregnancy had been normal. 

Before entering the hospital a Dick test was neg- 
ative. The period of incubation had been passed, 
and a Dick test repeated after entry was again re- 
ported negative. 

Two days later, February 7, she started in labor 
and was delivered by forceps of a child weighing 
10 pounds, 15 ounces. There was more than the 
normal amount of bleeding after delivery but not 
enough for transfusion. 

On February 9, forty-eight hours after delivery, 
the temperature rose to 104.0°F., and the pulse 
to 150. A consultation was held, and blood and 
uterine cultures were taken. The blood culture 
showed no growth after twenty-four hours. The 
uterine culture was positive for hemolytic strepto- 
coccus. Sulfanilamide was started immediately. 
She maintained a temperature of 103.0 to 104.0°F. 
for approximately twenty-four hours, when it came 
down to 102.0; on February 13 it had dropped to 
100.0. However on February 13 she had a chill and 
the temperature rose again to 102.0°F., but came 
down to 99.0 on February 14. The ‘pulse rate 
dropped to 100. The temperature and pulse gradu- 
ally rose again until February 17 when the temper- 
ature was 104.0°F., with a pulse rate of 140 to 150, 

A series of selected case histories by members of the section will be 
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and remained there for two days. On February 17 
she was given a direct transfusion of 500 cc. of 
blood. On February 18 there was edema of the 
left hip, tenderness in groin and induration of the 
left pelvic wall, and the clinical picture was diag- 
nostic of a pelvic thrombophlebitis. It was be- 
lieved that the fever might be due to the sul- 
fanilamide, so the drug was discontinued. Fol- 
lowing omission of the drug, the temperature 
dropped steadily until it reached 98.0°F. on Feb- 
ruary 20, with a pulse of 80 to 90. The tempera- 
ture remained normal for two days, then rose to 
104.0°F. with a corresponding rise in the pulse 
rate. After three days it again reached normal, 
where it remained until her discharge on March 18. 

Sulfanilamide was administered in the follow- 
ing amounts: February 10, 70 gr. February 11, 
100 gr., February 12, 70 gr., February 13, 90 gr., 
February 14, 60 gr., February 15, 40 gr., February 
16, 80 gr., and February 17, 80 gr. 

The laboratory work was as follows: Febru- 
ary 10, white-cell count 16,000 and red-cell count 
3,080,000; February 12, white-cell count 18,000 and 
red-cell count 2,800,000; February 14, white-cell 
count 17,100 and red-cell count 2,980,000; February 
17, before transfusion, white-cell count 16,800 and 
red-cell count 3,200,000, and after transfusion, 
white-cell count 11,000, red-cell count 4,160,000 
and hemoglobin 75 to 80 per cent; February 19, 
white-cell count 10,500; February 21, white-cell 
count 12,200; February 23, white-cell count 20,000 
and red-cell count 3,970,000; February 28, white- 
cell count 7700, red-cell count 4,270,000 and hemo- 
globin 75 per cent; March 4, white-cell count 
7800, red-cell count 4,270,000 and hemoglobin 75 
per cent. 


Comment. This is a case of puerperal infection 
of known hemolytic streptococcus origin, which 
started forty-eight hours after a forceps delivery. 
Whether or not the scarlet fever at home had 
anything to do with the disease is of course ques- 
tionable. The temperature and pulse rose abrupt- 
ly, a consultation was held, and sulfanilamide thera- 
py immediately instituted. Following a gradual 
decline, the temperature and pulse again rose, this 
time coincident with a definite pelvic thrombo- 
phlebitis. The temperature reached normal in 
forty-eight hours and stayed normal for two days, 
rising again, with a corresponding rise in pulse 
rate, and finally reaching normal after a three-day 
febrile course, where it remained until discharge. 

The treatment was conservative throughout. Sul- 
fanilamide was given for eight days and then dis- 
continued. The thrombophlebitis was treated by 
the application of poultices to the lower abdomen, 
and the patient was kept in bed for two weeks 
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after a normal temperature had been reached and 
maintained. She was a very sick woman and 
while it cannot be definitely said that sulfanila- 
mide affected the cure, it certainly is probable. 
This case illustrates the proper handling of uter- 
ine infection. At the onset of the fever, cultures 
should be taken from the uterus and the blood. 
Sulfanilamide should be given whenever strepto- 
cocci are proved to exist. This work can best be 
carried on with the assistance of a trained bacteri- 
ologist. In this case the uterus was left alone. 
The occurrence of thrombophlebitis proves that 
sulfanilamide does not necessarily prevent com- 
plications, and the use of heat rather than cold is 
the routine generally accepted at the present time. 


MEDICAL POSTGRADUATE 
EXTENSION COURSES 


The following sessions of the Medical Postgraduate Ex- 
tension Courses have been arranged for the week begin- 
ning March 24: 


BERKSHIRE 


Thursday, March 28, at 4:30 p.m., at the Bishop 
House of Mercy Hospital, Pittsfield. Head and 
Spine Injuries. Instructor: Walter R. Wegner. 
Harry G. Mellen, Chairman. 


BRISTOL SOUTH (Fall River Section) 


Tuesday, March 26, at 4:30 p.m., at the Union Hos- 
pital, Fall River. Cardiovascular Disease: Eleven 
important questions about heart disease and their 
answers, Instructor: Edward F. Bland. Howard 
P. Sawyer, Chairman. 


FRANKLIN 


Thursday, March 28, at 8:15 p.m. at the Franklin 
County Hospital, Greenfield. Syphilis in Preg- 
nancy and the Offspring. Instructor: Francis M. 
Thurmon. Halbert G. Stetson, Chairman. 


HAMPDEN 


Thursday, March 28, at 4:00 p.m., at the Academy of 
Medicine, Professional Building, 20 Maple Street, 
Springfield, and at 8:15 p.m., in the Outpatient 
Department of the Skinner Clinic, Holyoke Hos- 
pital, Holyoke. Common Problems in Neurology: 
Indications for lumbar puncture. Instructor: 
H. Houston Merritt. George L. Schadt, Chair- 
man. 


HAMPSHIRE 
Thursday, March 28, at 4:15 p.m., in the Nurses’ 
Home of the Cooley Dickinson Hospital, North- 
ampton. Gonorrhea in the Female. Instructor: 
Alonzo K. Paine. Warren P. Cordes, Chairman. 
MIDDLESEX SOUTH 
Tuesday, March 26, at 4:30 p.m., at the Cambridge 
Hospital, 330 Mt. Auburn Street, Cambridge. 
Syphilis in Pregnancy and the Offspring. In- 
structor: C. Guy Lane. Dudley Merrill, Chair- 
man. 


NORFOLK 
Thursday, March 28, at 8:30 p.m., at the Norwood 
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Hospital, Norwood. Pneumonia. Instructor: 
Maxwell Finland. Hugo B. C. Riemer, Chair- 
man, 


NORFOLK SOUTH 

Monday, March 25, at 8:30 p.m., at the Quincy City 

Hospital, Quincy. Common Problems of Neu- 

rology: Indications for lumbar puncture. Instruc- 

tor: T. J. C. von Storch. David L. Belding, 
Chairman. 


PLYMOUTH 
Tuesday, March 26, at 4:00 p.m., in the Nurses’ Home 
of the Brockton Hospital, Brockton. Pneumonia. 
Instructor: Earle M. Chapman. Walter H. Pul- 

sifer, Chairman. 


SUFFOLK 

Thursday, March 28, at 4:30 p.m., in John Ware 

Hall, Boston Medical Library, 8 Fenway, Bos- 

ton. The Use of Drugs in the Treatment of 

Childhood Infections. Instructor: John A. V. 
Davies. Reginald Fitz, Chairman. 


DEATH 


ADAMS —ZapsptEt B. Apams, M.D., of Brookline, died 
March 16. He was in his sixty-sixth year. 

Dr. Adams attended the Massachusetts Institute of Tech- 
nology and received his degree from the Harvard Medical 
School in 1903. From 1903 to 1905 he was house surgeon 
at the Boston City Hospital. From 1905 to 1906 he was 
assistant surgeon at the Children’s Hospital and from 
1906 to 1924 orthopedic surgeon at the Massachusetts Gen- 
eral Hospital, serving as chief of the orthopedic service 
the last two years. From 1925 until his death he served 
as consulting orthopedic surgeon at the Lakeville State 
Sanatorium in Middleboro. 

For six years Dr. Adams was instructor in orthopedic 
surgery at Harvard Medical School and associate in anat- 
omy there from 1919 until his death. 

Among his affiliations were fellowships in the Massa- 
chusetts Medical Society and the American Medical As- 
sociation, and memberships in the American Orthopaedic 
Association, of which he was president in 1929, and the 
American Academy of Orthopaedic Surgeons. 

His widow, a sister, a daughter, a son and two grand- 
children survive him. 
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WOMAN'S AUXILIARY, 
AMERICAN MEDICAL ASSOCIATION 


The eighteenth annual convention of the Woman's 
Auxiliary to the American Medical Association will be 
held in New York City, June 10-14, with headquarters in 
the Hotel Pennsylvania. In view of the fact that the 
second edition of the World’s Fair will accelerate advance 
hotel reservations, it is urged that reservations be made 
immediately through the Housing Bureau, which has been 
set up by the American Medical Association. Inquiries 
should be addressed to Dr. Peter Irving, Room 1036, 233 
Broadway, New York City. 


DEATH 


BIELSCHOWSKY — A.rFrep BuietscHowsky, M.D., di- 
rector of the Dartmouth Eye Institute, died in Brooklyn, 
New York, on January 5, at the age of sixty-eight. 


March 21, 1940 


Professor of ophthalmology and chief of the Eye Clinic 
at the University of Breslau, Germany, Dr. Bielschowsky 
came to the Dartmouth Eye Institute as visiting ophthal- 
mologist in 1934, and was appointed visiting lecturer in 
physiologic optics in 1935. Dr. Bielschowsky had served 
as director of the Eye Institute since 1937. In addition to 
his work at Dartmouth, he had been an associate in 
ophthalmology at the Harvard Medical School since 1938. 

Dr. Bielschowsky is survived by his widow, Frieda 
(Blume) Bielschowsky, and a daughter. 


MISCELLANY 


VALUE AND LIMITATIONS 
OF THE TUBERCULIN TEST 


The value of the tuberculin test as a means of finding 
cases of tuberculosis by mass testing has lately been ques- 
tioned. At the last annual meeting of the National Tu- 
berculosis Association a symposium on the tuberculin test 
and x-ray was presented. One of the speakers (Long, 
E. R.: The Tuberculin Test: Its value and its limitations. 
Am. Rev. Tuberc. 40:607—620, 1939) summarized the 
values and limitations of the tuberculin test in a paper, 
from which the following abstract is derived. 

The queries and doubts that have arisen concerning the 
tuberculin test within the last two years have had a 
healthful effect on our anti-tuberculosis campaign in forcing 
us to review our current procedures and test the validity 
of past beliefs. This paper omits all discussion of the 
tuberculin test except as a means for finding cases of 
tuberculosis. 

In guinea pigs the test is practically infallible. The 
success of the campaign for eradication of bovine tuber- 
culosis, based, as it is, on the tuberculin test, is a strong 
empiric argument for the practical value of the test. The 
almost constant finding of tuberculous lesions in cattle 
slaughtered because of a positive tuberculin reaction, and 
the failure to find tuberculosis in the routine inspection 
of millions of cattle not reacting and killed for meat pro- 
duction, is tangible evidence for its specificity and ade- 
quacy. In certain other animals, however, tuberculin al- 
lergy is far less conspicuous. 

Tuberculin sensitivity in man can never be studied 
with the same thoroughness as in guinea pigs or cattle. 
However, observations on children vaccinated with BCG 
have enabled us to study the results of artificial infection 
and its relation to tuberculin sensitivity and these studies 
indicate that after very mild infection an overwhelming 
majority of children become tuberculin-positive. 

We are here not concerned with the total number of 
tuberculin reactors that may be detected, but rather with 
the detection of significant tuberculosis by the use of the 
tuberculin reaction as a preliminary screen. (“Significant 
tuberculosis” or “a case of tuberculosis” in its public- 
health sense, is restricted to infection with the tubercle 
bacillus which has proceeded to the point where it has 
produced symptoms recognized as those of clinical tuber- 
culosis, or has brought about changes demonstrated by 
X-ray examination that are considered to indicate tuber- 
culous disease.) This definition places heavy responsi- 
bility on x-ray examination. If the tuberculin test is used 
at all in case-finding, it is as a screen to obviate the ne- 
cessity of the more expensive x-ray examination, (In 
young adult groups, one third or more of those tested 
with tuberculin may not react, and these need not be 
x-rayed.) It is believed by some that, on the basis of 
cost alone, saving x-ray examination of one third of the 
subjects would not counterbalance the cost of the tuber- 
culin test. 
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What does the standard first and second dose method 
of tuberculin testing (fully defined by the author) detect 
and overlook? Of 610 cases of pulmonary tuberculosis 
diagnosed in the Henry Phipps Institute during five con- 
secutive years, all but 1 reacted to tuberculin. Among the 
609 reactors, 94 per cent of the white, and 96 per cent 
of the colored reacted to the first (minimal) dose (OT 
used in earlier, PPD in later years). However, in other 
similar clinics and in hospitals attention is drawn occa- 
sionally to cases of unquestioned tuberculosis, even with 
positive sputum, in which the reaction is negative. Ex- 
planations for these exceptions are easily found; the fact 
remains that cases of anergy in typical hospital patients 
are probably few. 


However, clinic experience is not representative of the 
conditions of case finding as they occur in mass surveys; 
some surveys deal with groups of high and others with 
low infection incidence. Evidence shows that the tuber- 
culin test is an efficient preliminary case-finding measure 
in groups under relatively heavy exposure, as nurses in a 
hospital or sanatorium. For example, among 400 nurses, 
22 “cases” of tuberculosis have occurred, all of which 
developed or already exhibited tuberculin sensitivity 
some months in advance of the onset of a recognized 
lesion, and no case has developed in the absence of 
tuberculin sensitivity. In groups under exceptional ex- 
posure the tuberculin test is an effective warning sign 
indicating the need of close and frequent observation. 

Studies conducted by the United States Public Health 
Service and the Department of Health of Tennessee have 
shown that the tuberculin test is far from being the 
sharp indicator, once popularly supposed, of previous 
simple tuberculous infection. These studies disclosed a 
large amount of what appears to be healed primary tuber- 
culosis in people not reacting to tuberculin. A supple- 
mentary survey conducted at Hagerstown, Maryland, 
however, indicated that for case-finding purposes the 
tuberculin test is highly effective. In the 1000 subjects 
examined by both tuberculin test and x-ray, 13 cases of 
tuberculosis were discovered, all but 1 of which reacted 
to tuberculin; this case showed scarred apical disease of 
slight extent and had been apparently long arrested. The 
author believes that an accuracy of about 90 to 95 per 
cent may be expected of the tuberculin test as a means 
of selecting subjects for examination by x-ray, but admits 
that a loss of 5 to 10 per cent is serious, but perhaps in- 
evitable. 

The attempt to divide all mankind into two groups, 
infected and not infected, is futile and probably respon- 
sible for most of the present confusion. Two other groups 
must be recognized: those infected, not yet positive, but 
to be positive shortly thereafter; and those infected and 
previously positive, but now negative. (A possible fifth 
group would include those who are infected and never 
develop a positive reaction.) 

Allergy does not develop simultaneously with infec- 
tion. There may be an interval of from two to three 
weeks between infection and a positive tuberculin reac- 
tion. In any large survey there may be a few cases re- 
cently infected and not tuberculin-positive. In some of 
these, x-ray lesions may develop. 

The second group (previously positive, now negative) 
is more important and probably the greatest single cause 
for our present confusion. We have tended to overlook 
the fact that with the arrest and healing of tuberculous 
lesions allergy wanes and finally may disappear. _ 

In a period, however, when the mortality rate is drop- 
ping steadily, and the morbidity rate is following in some 
proportionate relation, and when in addition an improved 
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control of tuberculosis is bringing about a steadily in- 
creasing isolation of patients with open lesions, it is only 
to be expected that reinfection, the rule in the past, will 
become progressively less frequent. The infections that 
formerly constantly restored a waning allergy will be 
far less frequent in the future and we may look forward 
to the time when loss of allergy will be as common as its 
maintenance. 


A study of 2490 positive reactors, all examined at the 
Henry Phipps Institute, showed that 276, or approximately 
Il per cent, became negative, either transiently or for the 
balance of the period of observation. It was disclosed 
also that the stronger the original reaction the less fre- 
quently it reverted to negative, and vice versa. Further, 
the correlation with exposure was equally striking. In 
58 per cent of the families in which no tuberculosis was 
present, the tuberculin reaction became negative in some 
member of the family, while in families where there was 
continucusly a member with sputum-positive tuberculo- 
sis, allergy disappeared in some member of the house- 
hold in only 8 per cent of the families. 


The fact that allergy tends to disappear where there is 
no exposure, and has more and more tendency to remain 
as exposure is presumably more frequent, suggests strong- 
ly that reinfection is responsible for the maintenance of 
the positive reaction. The epidemiological significance of 
this fact is obvious. 

In the 276 cases in which the reaction became nega- 
tive, no abnormality was detected in the film in 94 per 
cent and there were no cases of active reinfection type 
tuberculosis in the entire group. In 10 cases with what 
were read as calcified lesions, the reaction became nega- 
tive. 

Two cases are recorded in which tuberculin-negative 
children with calcified lesions became tuberculin-positive 
coincidentally with the development of fresh, active tu- 
berculosis. Reprinted from Tuberculosis Abstracts, 
March, 1940. 


NOTE 


The seventh E. Starr Judd Lecture at the University of 
Minnesota was given on March 14 by Dr. Edward D. 
Churchill, John Homans Professor of Surgery, Harvard 
Medical School, and chief of the West Surgical Service, 
Massachusetts General Hospital. The subject was “Sur- 
gery of the Lungs.” 


CORRESPONDENCE 


OBSTETRICS OF FORMER DAYS 


To the Editor: Just after the turn of the century, a 
large number of immigrants of the laboring class came 
to this town. There was no birth control, no race suicide. 
Among certain groups was a belief, brought from the 
home country, that if a woman did hard physical labor 
during her pregnancy, and particularly during the first 
stage of labor, the second stage would be easier and short- 
er. And perhaps they were right. 

May I cite a case in point. Labor began while the 
woman was digging potatoes in a nearby field. When she 
could remain on her feet no longer she was carried to 
the house and placed in bed, just as she had been picked 
up. As usual, no physician had been engaged, but one 
was hastily summoned. He arrived barely in time to wit- 
ness the birth. “Recovery was uneventful.” 

Similar incidents with minor variations could be cited 
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by the score, and all without casualties to mother or child. 

What did it mean? It had led to natural selection of 
child-bearing women for generations in the home country 
— Mother Nature can do a pretty good job if she does 
not have too much assistance or interference. 

Furthermore, it resulted in large families to those best 
able to produce them. I regret to add that the mothers 
of the next generations have not been so spontaneous or 
so productive, with seemingly far less resistance. 

Those early immigrants called physicians only because 
they had been told that it was “the law” in this country. 
Only neighbors’ wives attended the births “at home,” but 
if a woman survived her first childbirth there was seldom 
any trouble in succeeding births. The death rate among 
primiparae was not known, as they were recorded only 
by the parish. priest who attended the funeral. The liv- 
ing births were recorded at christenings, but the stillbirths 
were not reported at all, and the causes of death only 
when the priest made the diagnosis and recorded it if he 
saw fit. 

As there are but a few of us left who were active 
among those people in that period I have felt that the 
history of that ten or fifteen years should be recorded. 

Being a young man, recently out of college, | was able 
to learn and speak the necessary part of their language 
and so was much in demand. Incidentally, I was de- 
lighted to get ten dollars and satisfied with five dollars and 
often received only the twenty-five cents for the birth re- 
turn — perhaps it was all the service was worth in com- 
parison with the time and care of the modern obstetric case. 

Frank T. Woopsury, M.D. 
21 Chestnut Street, 
Wakefield, Massachusetts. 


NOTICES 


REMOVAL 


Harotp N. McKinney, M.D., announces the removal of 
his office to 149 Warren Street, Roxbury. 


BOSTON DISPENSARY 


A luncheon meeting of the clinical staff of the Boston 
Dispensary will be held on Friday, March 29, in the audi- 
torium of the Joseph H. Pratt Diagnostic Hospital at 
12 o’clock noon. Dr. Leonard J. Carmichael will give 
the second in a series of talks by different speakers on the 
past, present and future of the New England Medical 
Center and its component parts. Dr. Carmichael’s sub- 
ject will be “Tufts and the New England Medical Center.” 
7 interested in the subject are cordially invited to at- 
tend. 


PETER BENT BRIGHAM HOSPITAL 


A joint medical and surgical clinic at the Peter Bent 
Brigham Hospital will be held on Wednesday, March 27, 
from 2 to 4 p.m. Drs. H. F. Newton and §S, A. Levine 
will speak on “Dyspnea.” 

Physicians and students are cordially invited to attend. 


NEW ENGLAND HOSPITAL FOR WOMEN 
AND CHILDREN 


The monthly clinical conference and meeting of the 
staff of the New England Hospital for Women and Chil- 
dren will be held on Thursday evening, April 4, at 7:15 
in the classroom of the nurses’ residence. Dr. Laurence 
B. Ellis, the guest speaker, will talk on “Circulatory Fail- 
ure.” A question period will be led by Dr. Elsie W. 
Brown, 
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MASSACHUSETTS GENERAL HOSPITAL 


A mecting of the Hospital Research Council will be held 
in the White Building Amphitheater of the Massachusetts 
General Hospital, on Tuesday, March 26, at 5:00 p.m. 


PRoGRAM 


A New Method for Studying Bone Growth. Dr. T. H. 
Ingalls. 

The Treatment of Trigeminal Neuralgia with Vita- 
min B, (Thiamin). Drs. A. S. Rose and B. M. 
Jacobson. 

Studies with Radioactive Arsenic: 

Demonstration of Radioactive-Tracer Counting Ap- 
paratus. Dr. A. F. Kip. 

Distribution of Arsenic between Blood and Viscera. 
Dr. F. T. Hunter. 


SUFFOLK DISTRICT MEDICAL SOCIETY 


A meeting of the Suffolk District Medical Society will 
be held at the Boston Medical Library, 8 Fenway, on 
Wednesday, March 27, at 8:15 p.m. 


PROGRAM 
Scientific meeting: 
Acute Infectious Diarrhea. Dr. Roy F. Feemster. 
The Maintenance of Adequate Nutrition in Chronic 
Diarrhea. Dr. Maurice B. Strauss. 
Discussion by Drs. Chester M. Jones and Charles F. 
McKhann. 


NORFOLK DISTRICT MEDICAL SOCIETY 


A regular meeting of the Norfolk District Medical So- 
ciety will be held in the Hotel Somerset, Boston, on Tues- 
day evening, March 26, at 8:30. Tel. KEN 2700. 

PROGRAM 
Business. 
Diseases of the Colon from the Medical and Surgical 
Standpoints, Dr. Edward L. Young. 
Discussion to be opened by Drs. Charles W. McClure 
and John W. Spellman. 
Collation. 


NEW ENGLAND HEART ASSOCIATION 


The next meeting of the New England Heart Associa- 
tion will be held at the Mallory Institute of Pathology, 
Boston City Hospital, on Monday, March 25, at 8:15 p.m. 


PRoGRAM 


Cor Triloculare in a Thirteen-Year-Old Boy with Pul- 
monic Stenosis. Dr. O. J. Wollenman, Jr. 

An Unusual Case of Dissecting Aneurysm. Dr. George 
Bartol. 

Anticoagulants and Sulfapyridine in the Treatment of 
Subacute Bacterial Endocarditis. Dr. C. N. Duncan. 

Changes in the Cutaneous Circulation of Male Castrates 
and Eunuchoids. Dr. E. A. Edwards. 

A Case of Temporal Arteritis. Dr. H. J. Jeghers. 

Paroxysmal Precordial Pain in Mitral Stenosis. 
A. M. Burgess, Jr. 

The Significance of Marked Left Deviation in the 
Electrocardiogram. Dr, J. M. Faulkner. 


Interested physicians and medical students are invited. 


Dr. 


UNITED STATES MARINE HOSPITAL 


The staff meeting of the United States Marine Hospital, 
Chelsea, will be held at “The Hut,” on Friday afternoon, 


Vol. 222 No. 12 


March 29, at 4:00. Dr. Chester S. Keefer will speak, his 
subject being “Some Clinical Aspects of Acute and 
Chronic Bright’s Disease.” 


MASSACHUSETTS TUBERCULOSIS LEAGUE 


The annual meeting of the Massachusetts Tuberculosis 
League will be held on Thursday, March 28, at the Mid- 
dlesex County Sanatorium, Trapelo Road, Waltham, 
Massachusetts. 


PROGRAM 


4:30 p.m. Personally conducted tours through Middle- 
sex County Sanatorium. 

5:15 p.m. Business session. Election of officers and di- 
rectors. 

6:30 p.m. Dinner, 

7:30 p.m. Prevention and Control of Tuberculosis in 
Massachusetts. Dr. Frederick T. Lord. 

7:50 p.m. The County Sanatorium and Its Work in 
Middlesex County. Drs. Sumner H. Remick and 
Henry D. Chadwick. 


The dinner will be $1.00 per person. Reservations 
should be sent to: Massachusetts Tuberculosis League, 
1148 Little Building, Boston. Tel. HAN 5480. 


WALTHAM MEDICAL MEETING 


The regular monthly clinicopathological conference of 
the Metropolitan State Hospital will be held at the hospi- 
tal on Wednesday evening, March 27, at 8:00. A case 
presenting features of neurological and medical interest 
will be presented by Drs. Richard C. Wadsworth and 
Emerick Friedman. It will be discussed by Dr. Siegfried 
J. Thannhauser. 

All interested physicians are cordially invited. 


MASSACHUSETTS DEPARTMENT OF CIVIL 
SERVICE AND REGISTRATION 


School Physician (Male or Female) $5 a Day, Boston 
School Physician (Female) $250 a Year, Northampton 
School Physician (Male) $1000 a Year, Northampton 


Director of State Civil Service, Ulysses J. Lupien, has 
announced that competitive examinations are to be held 
on April 20 in order to find eligibles for appointment to 
the above positions. 

The entrance requirement is as follows: applicants must 
be registered physicians under the State Board of Regis- 
tration in Medicine. The last date for filing applications 
is Saturday, April 6, at 12 o’clock noon. 


CONSULTATION CLINICS FOR CRIPPLED 
CHILDREN IN MASSACHUSETTS, UNDER 
THE PROVISIONS OF THE SOCIAL 
SECURITY ACT 


DatTE OrTHOPEDIC CONSULTANT 
Salem April 1 Harold C. Bean 
Haverhill April 3 William T. Green 
Lowell April 5 Albert H. Brewster 
Gardner April 9 Mark H. Rogers 
Brockton April 11 | George W. Van Gorder 
Pittsfield April 15‘ Francis A. Slowick 
Northampton April 17 Garry deN. Hough, Jr. 
Fall River April 22. Eugene A. McCarthy 
Hyannis April 23 ~— Paul L. Norton 
Worcester April 26 John W. O’Meara 
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INTERNATIONAL COLLEGE OF SURGEONS 


The New England Activities Committee of the Inter- 
national College of Surgeons announces a program to be 
held at the Hospital of St. Raphael, New Haven, Con- 
necticut, on Wednesday, March 27. 


PROGRAM 
9 am. to 12 m. A series of operations will be per- 
formed. 
12:30 p.m. Luncheon. 
2 p.m. to 4:30 p.m.: 


Opening Address. Dr. G. S. Foster. 

Address of Welcome. Dr. Joseph Linde. 

Appendicitis. Dr. James A. Gettings. 

Spondylolisthesis. Dr. Dennis O’Connor. 

Partial Intestinal Obstructions. Dr. Andrew 
-McQueeney. 

Talk on Gastric Surgery. Dr. Edward Kirschbaum. 

Gall Bladder Surgery. Dr. A. J. Mendillo. 

On Head Injuries. Dr. William German. 

Pathology. Dr. Robert Nesbit. 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston District FoR THE WEEK BEGINNING 
Sunpay, Marcu 24 


Monpay, Marcu 25 


*8:15 p.m. New England Heart Association. Mallory Institute of 
Pathology, Boston City Hospital. 


Tuespay, Marcu 26 

*9-10 a.m. Diaphragmatic Hernias. Dr. Joseph H. Marks. Joseph H. 
Pratt Diagnostic Hospital. 

5 p.m. Hospital Research Council. 


. Massachusetts General Hospital, 
White Building amphitheater. 


Wepnespay, MARCH 27 
*9-10 a.m. Hospital case pean. Dr. S. J. Thannhauser. Joseph 


H. Pratt Diagnostic Hospital. 


*2-4 p.m. Dyspnea. Drs. H. F. Newton and S. A. Levine. Peter 
Bent Brigham Hospital. 
6:30 p.m. Tufts College Medical School Alumni Association. Hotel 


Somerset, Boston. 


Tuurspay, Marcu 28 


*9-10 am. The medical, social and preventive aspects of a selected 
case.  ‘einoea and medical students. Joseph H. Pratt Diagnostic 
Hospital. 


Fripay, 29 
*9-10 a.m. Some Observations on Pituitary Adenomas. 
Sosman. Joseph H. Pratt Diagnostic Hospital. 
*12 m. Luncheon meeting of the clinical staff of the Boston Dispensary. 
Joseph H. Pratt Diagnostic Hospitai. 
8 p.m. New England Pathological Society. Peter Bent Brigham Hos- 
ital. 


Dr. M. C. 


Satrurpay, Marcu 30 
*9-10 a.m. Hospital case presentation. Dr. Thannhauser. Joseph H. 
Pratt Diagnostic Hospital. 


*Open to the medical profession. 


Marcu 25— Monthly clinical meeting and luncheon. Carney Hospital. 
Page 469, issue of March 14. ; 

Marcu 27—Clinicopathological conference of the Metropolitan State 
Hospital, Waltham. Notice above. 

Marcu 27 — International College of Surgeons. Notice above. 

Marcu 28 — Massachusetts Tuberculosis League. Notice above. 

Marcu 29 — Staff meeting. United States Marine Hospital. Page 514. 

Aprit 4— Monthly clinical conference and meeting of the staff. New 
England Hospital for Women and Children. Page 514. 

Aprit 11 — Pentucket Association of Physicians. 8:30 p.m., Hotel Bartlett, 
Haverhill. 

Apa 15-17 — American Association for the Study of Goiter. Page 203, 
issue of February 1. 

Apnit 15-19 — New England Health Institute. Page 284, issue of Feb- 
ruary 15. 


Apri 24 — Massachusetts Dental Society. Page 365, issue of February 29. 
Apnit 24-26 — Scientific Session. Academy of Physical Medicine. Hotel 
John Marshall, Richmond, Virginia. 


May 10-18 — American Scientific Congress. Page 1043, issue of Decem- 
ber 28. 
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13 States Pharmacopoecial Convention. Page 202, issue 

June 7-8 — American Heart Association. Page 469, issue of March 14. 

June 7-9— American Board of Obstetrics and Gynecology. Page 1019, 
issue of June 15. 
June 8 and 10— American Board of Ophthalmology. Page 719, issue 
of November 2. 

June 10-14 — American Physicians’ Art Association. 
February 22. 

23-25 —- Maine Medical Association. 


Page 332, issue of 


Annual meeting. Rangeley 


en 21— American Board of Internal Medicine, Inc. Page 369, 
issue of I February 29. 


District MeEpicaL SocietiEs 


ESSEX SOUTH 
Aprit 3 — Page 422, issue of March 7. 
May 8 — Annual meeting. Salem Country Club, Peabody. 


FRANKLIN 
May 14 — Franklin County Hospital, Greenfield. 


HAMPSHIRE 
May 8, at 11:30 a.m. at the Cooley Dickinson Hospital, Northampton. 


MIDDLESEX EAST 
May 15, at 12:15 p.m. at the Unicorn Country Club, Stoneham. 


MIDDLESEX NORTH 
Aprit 24. 
Jury 31. 
Ocrtoser 30. 


NORFOLK 
Marcu 26 — Page 514. 


NORFOLK SOUTH 
Aprit 4, 
May 2. 


PLYMOUTH 
Aprit 18 — State Farm. 
May 16 — Lakeville State Sanatorium, Middleboro. 


SUFFOLK 
Marcu 27 — Page 514. 
Aprit 24— Annual meeting in conjunction with the Boston Medical 
Library. Election of officers. Program and speakers to be announced later. 
May 2—Censors’ meeting. Page 244, issue of February 8. 


WORCESTER 

Aprit 10 — Worcester Hahnemann Hospital. 

May 8 — Worcester Country Club. 

Meetings begin with a dinner at 6:30 p.m. and are followed by a business 
and scientific meeting. 


BOOKS RECEIVED FOR REVIEW 


Trapping the Common Cold. George S. Foster. 125 pp. 
New York: Fleming H. Revell Co., 1940. $1.25. 

Diathermie chirurgicale. C.-A. Arraud. 216 pp. Paris: 
Gauthier-Villars, 1939. 50 Fr. fr. 

Studies in the Development of Young Children. Nancy 
Bayley. 45 pp. Berkeley, California: University of Cali- 
fornia Press, 1940. 35c. 

The Electrocardiogram in Congenital Cardiac Disease: 
A study of 109 cases, 106 with autopsy. Maurice A. Schnit- 
ker. 147 pp. Cambridge, Massachusetts: Harvard Uni- 
versity Press, 1940, $3.00. 

Transactions of the American Association oj Genito- 
Urinary Surgeons: Fifty-first annual meeting held at Wil- 
liamsburg, Virginia, May 24, 25 and 26, 1939. Vol. 32. 
391 pp. Saint Paul and Minneapolis: Bruce Publishing 
Co., 1939, 


A Textbook of Surgery. John Homans. Fifth edition. 


1272 pp. Springfield, Illinois, and Baltimore: Charles C 
Thomas, 1940. $8.00. 
The Management of Obstetric Difficulties. Paul Titus. 


THE NEW ENGLAND JOURNAL OF MEDICINE 


March 21, 1940 


Second —" 968 pp. St. Louis. C. V Mosby Co., 


1940, 

Modern Diabetic Care: Including instructions in the diet 
and the use of the old and new insulins. Herbert Pollack. 
216 pp. New York: Harcourt Brace and Co., 1940. $2.00. 

The Medical Career: And other papers. Harvey Cush- 
ing. 302 pp. Boston: Little, Brown & Co., 1940. $2.50. 

Ten Years in the Congo. W. E. Davis. 301 pp. New 
York: Reynal & Hitchcock, 1940. $2.50, 


BOOK REVIEWS 


Transactions of the American Association of Genito- 
Urinary Surgeons: Fiftieth annual meeting held at 
Absecon, New Jersey, May 2, 3 and 4, 1938. Vol. 31. 
405 pp. St. Paul and Minneapolis: The Bruce Pub- 
lishing Co., 1938. 


This volume contains the proceedings of the annual 
meeting of the American Association of Genito-Urinary 
Surgeons and consists of twenty-nine papers by leading 
American urologists, together with the discussions of the 
papers. That the specialty of urology is constantly in- 
creasing its scope and connections with other branches of 
medicine is obvious from the variety of subjects dealt 
with, such as arterial hypertension occurring in unilateral 
kidney disease, transplantation of endocrine tissue, endo- 
metriosis of the bladder, adrenocortical syndromes and 
adrenal tumors, and the cure of lung metastasis from kid- 
ney carcinoma by lobectomy. Other papers deal with 
general principles of treatment, such as the treatment of 
cancer with the newer types of roentgen-ray therapy; in 
addition there are the usual case reports of rare condi- 
tions, with reviews of the literature. All in all, this vol- 
ume contains some excellent and important papers and 
evidences the progressiveness of American urology. 


Pathogenic Microérganisms: A practical manual for stu- 
dents, physicians and health officers. William H. 
Park and Anna W. Williams. Eleventh edition. 
1056 pp. Philadelphia: Lea & Febiger, 1939. $8.00. 


“Park and Williams” is now a classic text and from 
the beginning, when it was first published in 1899, has 
taken its place among the foremost treatises on bacteri- 
ology in any language. Well organized and thorough, it 
has always maintained that wise balance between theory 
and practical experience which characterized the men- 
tality of its senior author. Dr. Park was one of the great 
American bacteriologists; his studies covered a wide range 
and he soundly and sagaciously correlated his specialty 
with medical practice and public health. He utilized, in 
the writing of this book, moreover, the accumulated ex- 
perience of a distinguished group of collaborators at the 
New York City laboratories, among whom were Anna 
Williams, Charles Krumwiede and, in the present edition, 
Ralph Muckenfuss and other active and competent men 
and women. The book represents a complete and com- 
prehensive treatise; it is a textbook and a reference book, 
a type which the reviewer favors over elementary and ab- 
breviated texts, even for undergraduate medical students. 
It is one of the few books that include an excellent prac- 
tical section on clinical protozoology and an adequate 
treatment of the yeasts and molds 

This edition is in every sense worthy of its predecessors 
and continues the fine tradition of Dr. Park whose recent 
death was an irreparable loss to science. 


